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Introduction to the portfolio -  Volume 1
The portfolio contains work completed during the three years of clinical training. 
Volume 1 consists of three dossiers of academic, clinical and research work. The 
academic dossier contains two essays; three problem based learning accounts and 
summaries of two case discussion group process accounts. The Clinical dossier 
consists of summaries of the clinical experience gained throughout the training 
programme and summaries of five clinical case reports. The research dossier 
comprises a service related research project carried out during an adult mental health 
placement; a major research project; a research checklist (summary of research 
activity untaken during the training); appendices to the research dossier and the 
abstract of a qualitative research project carried out in a small group of trainees in the 
first year of training.
ACADEMIC DOSSIER
Academic dossier. Volume 1, Adult essay
“Can experience of hearing voices (‘auditory 
hallucinations’) be considered an ordinary part of 
human experience? What implications might such 
conceptualisation have for the ways that clinical 
psychologists respond to service users who hear
voices?”
ADULT ESSAY: APPROACHES TO 
PSYCHOLOGICAL DISTRESS
December 2005 
Year 1
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INTRODUCTION
I chose this essay title in order to reflect on my prior experiences of working with 
people with psychosis. In addition I will soon start to co-facilitate a group “Coping 
with Psychosis” and therefore thought it would be very beneficial to learn more about 
hearing voices and the importance of normalisation.
Some years ago in a day centre for people with severe enduring problems, a wonderful 
learning experience, I had an opportunity to observe the impact of the unhelpful label 
“schizophrenia” on people’s lives. I was struck by the fact that many day service 
users were given very little information about their disturbing experiences and simply 
informed me they were “schizophrenics” without a real understanding of their 
condition. It became apparent after many lengthy discussions with them that they felt 
stigmatised and marginalised.
However, experience of working on an intensive rehabilitation psychiatric ward a few 
years later was somewhat different. The ward staff employed the principle of 
recovery model, instilling hope and optimism into people’s lives to establish a belief 
that they can recover despite their mental health difficulties. Staff approached service- 
users as individuals focusing on their strengths rather than defining them by their 
illness and forensic histories. Service-users had access to a clinical psychologist and 
were welcomed and indeed encouraged to explore their experiences such as hearing 
voices.
Scope
I will structure my essay as follows. Firstly, I will provide the reader with definitions 
of “normality”, hearing voices, and categorical and dimensional approaches to 
psychosis. Secondly, I will briefly outline and contrast a Symptom and a Person 
model of psychosis. Thirdly, I will describe a Stress-vulnerability model of hearing 
voices and explain why the normalisation of voices is important for service-users.
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Fourthly, I will provide two studies to support the view that hearing voices is 
prevalent in the general population and therefore lies on a continuum with 
“normality”. I will briefly examine clinical implications of the psychosis continuum. 
Throughout the essay I will also refer to the clinical implications for considering 
hearing voices as normal phenomena to reflect ordinary human experiences. I will 
explain how such explanations impact on the way clinical psychologists work with 
voice hearers. In addition, I will present the reader with different explanations for 
hearing voices provided by service users and assert that there is a link between life 
events such as trauma and hearing voices, which implies that voices have a 
psychological meaning for service-users.
I will argue that normalising hearing voices reduces stigma and empowers service- 
users who hear voices because it increases their self-esteem and self-confidence; and 
also that research supports the view that hearing voices is common in the general 
population. Whilst some service users believe hearing voices is a sign of mental 
illness and therefore not ordinary in their eyes, others are able to accept voices as a 
part of their everyday life. Therefore, I will assert that whether hearing voices is an 
ordinary experience depends on service users’ interpretations of such phenomena and 
clinical psychologists should acknowledge that a whole array of different 
interpretations exists. I conclude by stating that it is not clear-cut that hearing voices 
can be considered as an ordinary part of human experience for voice hearers in general 
because these experiences are unique for each individual.
DEFINITIONS 
Definition of hearing voices
There have been several definitions over the years. Hearing voices is considered as a 
prominent feature of psychosis and many people who hear voices are diagnosed with 
schizophrenia (David, 2004). One of the latest definitions provided by David (2004) 
says that hearing voices is a sensory experience, which occurs whilst a person is 
awake, without any external stimulation of the relevant sensory organ. He also stated
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that an individual who hears voices does not have a voluntary control over this 
experience.
A definition of what is normal (i.e. ordinary experience)
The definition of what can be considered as normal or ordinary is equivocal. I think 
that having an “ordinary experience” can mean very different things to different 
people. In addition, the definition of “normality” is problematic as there is no clear- 
cut distinction between what is deemed normal and abnormal. It has been proposed 
that behaviour is abnormal when it deviates from the norm (Szasz, 1961). But who 
defines the norm? According to Szasz (1961), a given patient’s behaviour is always 
judged in accordance with whether it can be matched with the beliefs of the observer 
(i.e. psychiatrist) or the society, which considers certain behaviour as acceptable and 
‘normal’. I agree with Szasz and believe that in our Western society, hearing voices is 
not deemed as acceptable by many observers because it is portrayed in the media as a 
sign of insanity and potential violence.
MODELS AND APPROACHES TO HEARING VOICES
There are several models of hearing voices, unfortunately the most dominant is the 
psychiatric or symptom model which views hearing voices as a pathological 
phenomenon (David, 2004) and therefore a deviation from the norm. Another model, 
the person model of psychosis acknowledges that a continuum between “normal” and 
“abnormal” exists (Chadwick et al., 1996).
Categorical and Dimensional Approaches to Psychosis
Previous research on psychosis based on the symptom model has been heavily 
influenced by a so called “categorical” approach, according to which hearing voices 
are considered to be psychotic symptoms which are either absent or present and those 
who suffer the symptoms are considered as being a “case in need of treatment” (Johns 
& van Os, 2001). This approach assumes that there is a clear-cut dichotomous 
distinction between mental health and mental illness.
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However, Claridge (1997) argued that some people display psychosis-like experiences 
also known as “schizotypal” signs or schizotypy, which refer to the personality traits 
which quantitatively range from normality at one end of the continuum, through 
eccentricity and schizotypal signs to florid psychotic symptoms at the other end of the 
continuum.
This approach is known as the dimensional approach to psychosis and contrary to the 
categorical approach it takes into consideration that symptoms vary in their severity. I 
therefore deduce that the distinction between what can be considered ordinary or 
normal and out of ordinaiy is not straightforward.
The Symptom Model of Psychosis
The symptom model of psychosis views hearing voices as a sign of mental illness and 
excludes the context in which hearing voices takes place (Chadwick, et al. 1996). 
Thus, hearing voices is pathologised and experiences of service users are not 
considered important or meaningful. In order to demonstrate this viewpoint, I cite the 
12* contributor in Romme and Escher, 1993, pp. 140:
“It seems to me that psychiatry has the nasty habit of turning ordinary experiences into 
extraordinary ones. It steals your experience, blurs it, twists it, and then hands it back 
to you, and you are expected to be grateful”.
Indeed, Leudar and Thomas (2000) pointed out that in psychiatry, voices are 
interpreted as having little or no meaning. Moreover, many psychiatrists believe that 
hearing voices is somehow dangerous because it opens Pandora’s box (Morrison et 
al, 2003). They argue that anti-psychotic medication is the only answer to dampen 
the voices down (e.g. David, 2004).
I do not share this opinion and believe that anti-psychotic medication should be used 
in conjunction with psychological therapy and psychological therapy should be 
utilised on its own in cases when a major trauma results in hearing voices. However,
11
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based on my previous experience I also acknowledge that some service-users who 
have heard voices for a long time do not wish to explore their voices in therapy.
It is important to emphasise at this point that whilst the symptom model of hearing 
voices adopted by psychiatrists puts emphasis on the form of distress (i.e. the focus is 
on symptoms: are voices present or absent?), the content of voices is not explored 
(David & Leudar, 2001).
The symptom model of psychosis was disputed by Parker et al. (1995), who 
advocated the need for deconstructing psychopathology, as there is no firm distinction 
between pathology and normality. According to Parker et al. diagnostic manuals fail 
to recognise “the diversity of human experiences of distress” (pp.37). Indeed, hearing 
voices cannot be automatically equated with distress because some service-users are 
not distressed by their experiences (Romme & Escher, 1993). I will elaborate on this 
issue later on in this essay. Parker and colleagues cogently argued that diagnoses 
represent a problem because distress can result fi-om the very fact of being diagnosed 
in the first place.
In my view it is difficult to disagree with this assertion. I can only try to imagine how 
distressing and frightening it must be for an individual to be given a diagnosis of 
“schizophrenia” because the term has so many negative connotations. I also question 
whether service users can possibly construe their experiences as ordinary if they are 
labelled “psychotic”.
The Person Model of Psychosis
The Person Model of Psychosis advocated by Chadwick et al. (1996) looks at an 
individuaTs experiences in terms of their lasting psychological vulnerability. This 
means that psychotic experiences such as hearing voices are often linked with early 
experiences, trauma and loss. Chadwick and his colleagues concluded that this model 
views psychotic symptoms as an exaggeration of normal functions based on the 
premise that continuity exists between ‘normal’ and ‘abnormal’. This model takes 
into consideration that people’s experiences are unique. I see the main implication of
12
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this model is that clinical psychologists should always individually tailor their 
therapeutic interventions to suit the service user’s needs and preferences.
Stress-Vulnerability Model of Hearing Voices
According to the “Stress-Vulnerability Model”, (Zubin & Spring, 1977), humans 
possess different levels of vulnerability or predisposition to developing psychotic 
symptoms. Put simply, the higher the vulnerability, the lower the stress level required 
for an individual to hear voices. This model is important because it takes into 
consideration that hearing voices lie on the continuum with normality. It is now well 
established that stressful life events are associated with onset of voices and the model 
is widely accepted. Therefore, it is very important to explain the Stress-Vulnerability 
model to a service user emphasising the possibility that everybody has a potential to 
become psychotic if extreme stress is encountered (Morrison et ah, 2003). This model 
has ramifications for normalising hearing voices.
Normalisation of Hearing Voices
Normalisation of hearing voices can prevent individuals engaging in catastrophic 
interpretations such as “I must be going mad because I hear voices”(Morrison, et al,
2003). The rationale of this approach is to prevent individuals moving fi*om a non- 
clinical to a clinical population (ibid.).
Morrison et al (2003) asserted that a psychological formulation is a cornerstone in the 
normalisation of psychotic experiences. This is because it provides a service user with 
an alternative explanation for hearing voices rather than jumping to a conclusion that 
one suffers from psychosis. Such explanations helps service users to understand their 
experiences, how past events are linked with the present and provide reassurance that 
voices happen for reasons. It is important to emphasise that service-users can feel 
empowered when clinical psychologists adopt a collaborative approach to arrive at the 
formulation of hearing voices (Morrison et al, 2003). In order to help service users 
to construe hearing voices as ordinary experiences, I believe it can be also extremely 
helpful to stress to service-users that the diagnosis of schizophrenia has little
13
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reliability and validity (Bentall et ah, 1988) and psychotic symptoms lie on a 
continuum (Verdoux & van Os, 2002).
PREVALENCE OF HEARING VOICES IN THE NON-CLINICAL 
POPULATION
According to the continuum hypothesis, hearing voices is also prevalent in the non- 
clinical population. Several studies over the years have provided evidence that 
psychotic like experiences are relatively common in the non-clinical population (e.g. 
van Os et ah, 2000). These studies are described in more detail below.
Van Os et al. (2000) carried out a study titled “Netherlands Mental Health Survey and 
Incidence study” with 7076 men and women between the age of 18 and 64 years using 
the Composite International Diagnostic Interview, which incorporates 4 items 
concerning voices. These items are further rated in several ways, for example, as 
symptoms, which are present but not clinically relevant (i.e. a person is not disturbed 
by such experiences and therefore does not seek help), true psychiatric symptoms 
(diagnosed by psychiatrists), and plausible symptoms (i.e. there appears to be a 
different explanation for the symptom).
Van Os et ah reported that 4.2% of the general population displayed a “true 
psychosis” whereas 17.5% of the individuals interviewed endorsed at least one of 17 
positive psychotic items; in other words they reported an experience, which resembled 
psychosis. This finding confirms that there is continuity between psychosis and 
psychosis-like experiences.
However, van Os and colleagues acknowledged that psychiatrists only rated those 
participants who were diagnosed with psychosis whereas those who were not formally 
diagnosed were rated by lay interviewers. It is therefore feasible in my opinion that 
lay interviewers who were involved in assessing psychotic-like symptoms could have 
overestimated the presence of these symptoms in the general population.
14
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I believe Johns et al. (2002) raises an important point that people from a non clinical 
population are likely to under report their psychotic like experiences due to the stigma 
attached to psychosis.
In a similar vein, Verdoux and van Os (2002) in collaboration with a group known as 
the Aquitaine Sentinell Network GPs instructed GPs to ask their patients to complete a 
self-report questionnaire, which included three questions that explored hearing voices. 
Seven hundred and ninety patients filled in the questionnaire, from which only 11 had 
a formal diagnosis of psychosis. However, 16% reported their experience of hearing 
voices. This implies hearing voices also occur in the general population and therefore 
for some people can be indeed ordinary.
Verdoux and van Os (2002) acknowledged that the validity of self-reported psychotic 
symptoms is questionable because it is likely that participants from the general 
population misinterpret certain questions, which can lead to over reporting. 
Furthermore, they emphasised that clinically non-relevant and plausible symptoms 
tend to be more frequent in participants with lower quality of life, single marital status 
or lower age. Therefore, the distinction between the true and false psychotic 
symptoms can be deceptive because similar risk factors are related to both clinically 
relevant and clinically non-relevant symptoms (Verdoux & van Os, 2002).
The evidence I present suggests that hearing voices lies on the continuum with normal 
experiences. Voice-hearers who do not belong to the clinical population nevertheless 
represent a risk of becoming “cases for treatment” (Johns & van Os, 2001). The 
continuum model is therefore influential in our understanding of preventing people 
moving from a non-clinical presentation to a true psychotic state (ibid.). It is apparent 
to me that clinical psychologists must understand the causes of this transition if 
prevention is to be successfully achieved.
15
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SERVICE-USERS’ OWN FRAMES OF UNDERSTANDING
Cultural and Spiritual Factors in Psychosis
In the interesting debate between David and Leudar (2001) “Is hearing voices a sign 
of mental illness?”, David (2001) contended that hearing voices is “outside the realm 
of normal experience” (pp.251) and therefore one cannot conclude hearing voices is 
ordinary. On the contrary, Leudar cogently argued that whether one can judge hearing 
voices as a sign of insanity always depends on social and cultural determinants. He 
contends hearing voices cannot be viewed in isolation and one has to always consider 
what consequences hearing voices has on one’s life. Thus the role of context is 
paramount.
I agree with Leudar’s contentions for two reasons. Firstly, there is no doubt hearing 
voices does not occur in a social vacuum. Although some service-users indeed 
perceive their experiences as ordinary, this does mean that the society approves of 
such conceptualisation of voices. Secondly, many voice-hearers do not report distress 
associated with their voices and do not seek help; hence, it does not appear they 
construe voices as a sign of madness.
Ritsher et al. (2004) argued that biological explanations for hearing voices based on a 
psychiatric model do not take into consideration spiritual and cultural factors. It has 
been proposed that voice hearing can be conceptualised as communicating with spirits 
and also some religious experiences can be wrongly categorised as hearing voices 
(Romme & Esher, 1993).
For example many religions equate hearing voices with hearing a spirit or a demon. 
This can be interpreted in a positive light, i.e. voices guide people and warn them 
away from danger which can be therefore functional for a voice hearer or in a negative 
light when hearing voices is a sign that an individual’s soul is possessed by a demon, 
which is distressing for a voice hearer (Ritsher et al., 2004).
16
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This indicates that the ways service-users interpret hearing voices have an impact on 
their level of distress. Indeed, Romme and Esher (1993) suggested that positive 
interpretations do not usually result in distress.
Clinical psychologists can help those service-users who are distressed by voices to 
view hearing voices more positively by gaining control over voices (Chadwick et al. 
1996). However, the notion of distress, omnipotence of voices and developing a 
relationship with voices represent a large area of research and is beyond the scope of 
this essay.
Does hearing voices vary between different cultures? Johns et al. (2002) examined 
the prevalence of hearing voices in white and ethnic minority samples. They 
interviewed 5196 people from ethnic minorities and 2867 white counterparts. 
Researchers found that there was a variation across different ethnic groups, 4% of 
white respondents confirmed when asked: “Over the past year, have there been times 
when you heard or saw things that other people couldn’t?” (pp. 174). The highest rates 
of confirmation were found in the Caribbean group (9.8%) and the lowest rates in the 
South Asian group (2.3%). Interestingly, out of those who reported hearing voices, 
only 25% met the criteria for psychosis, which again provides evidence of psychosis 
being on a continuum with normality. Johns and colleagues concluded that the 
differences in the prevalence rates across cultures may be accounted for in the ways 
different cultures interpreted voices and also cultural variation suggests that hearing 
voices may not necessarily reflect pathology.
The clinical implications for me as a trainee is that I will need to be aware of cultural 
sensitivity at all times as cultural patterns affect the way service users explain their 
experiences (BPS, 2000). In practice, I will need to ask a service-user about how 
hearing voices is conceptualised in their culture and avoid making assumptions about 
distress associated with such experiences.
17
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Different Interpretation for Hearing Voices
Romme and Escher (1993) argued that service users possess different frames of 
understanding for their experiences, which indicates that these experiences have a 
different meaning attached by each individual.
Jones et al. (2003) investigated how different voice-hearers interpret their experiences. 
Their sample included mental-health users, non-users, spiritualists and non-conformist 
Christian church-goers. Researchers adopted a Q-methodology using a collection of 
statements including biomedical items (i.e. psychiatric understanding of voice 
hearing), psychological items (i.e. psychodynamic and cognitive-behavioural 
understandings of voice hearing and lastly spiritual items, which were linked with 
spiritual explanations for voice hearing. Researchers conducted a factor analysis 
which yielded six factors, namely a positive spiritual perspective (e.g. “People who 
hear voices are psychic or have a sixth sense”), a personal relevance perspective (e.g. 
“Painful memories sometimes imprint themselves on a person’s mind as voices”), a 
resigned pessimistic perspective (e.g. “Hearing voices is a life-long condition”), a 
pragmatic response perspective (e.g. “All people who hear voices need to take 
medication”), a passivity to forces perspective (e.g. “Voices need to be controlled by 
psychiatric treatment”) and a generic mental illness perspective (e.g. “Hearing voices 
is a sign of mental illness”).
I shall examine the positive spiritual and the personal relevance perspective more 
closely as responses from those participants who adopted these two perspectives 
suggest that voices can be conceptualised as ordinary human experiences.
The Positive Spiritual Perspective
Respondents who adopted the positive spiritual perspective perceived their voices in a 
positive manner. They construed their voices as an aspect of normal spiritual 
development and did feel distressed enough to seek psychiatric treatment. They 
condemned the symptom model and were very critical of the media’s portrayal of
18
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hearing voices and psychiatric treatment in general. One respondent stated “he could 
choose to hear voices whenever he wished” (Jones et al, 2003, pp. 198).
The Personal Relevance Perspective
Respondents who adopted the personal relevance perspective valued psychological 
treatment but disagreed with the need for psychiatric treatment. They believed that 
voices result from a major life event or stress in vulnerable people, which is consistent 
with the Stress-vulnerability model. Respondents who adopted this perspective 
reported sexual, emotional and physical abuse and linked these earlier experiences 
with hearing voices. Interestingly, despite this, respondents reported an optimistic 
stance regarding their voice-hearing and believed voices had a comforting function. 
The fact that respondents did not report any distress on hearing voices and therefore 
did not seek psychiatric services leads me to conclude that they perceived their 
experiences as ordinary.
The Clinical Implications for Diverse Interpretations of Hearing Voices
I chose to describe this study in detail because it clearly demonstrates that voice 
hearers have a whole array of different interpretations about their experiences. Some 
service users believe hearing voices reflect ordinary experiences whereas others 
condemn this view. One of the clinical implications for me as a novice practitioner is 
to be open-minded. Hence, I believe that because the experience of hearing voices 
depends on the meaning attached to that experience; some service-users might not find 
it helpful if their experiences are normalised and clinical psychologists should respect 
such opinions.
Furthermore, Jones et a/.’s study also clearly confirmed that an experience of hearing 
voices is so multifaceted that it may not necessarily fit with any existing theory 
because voice hearers have their own theories about the cause of their experiences 
(Jones et a l, 2003). With this view in mind I perceive that my role is to facilitate the 
service-users in exploring such theories in detail and to gain a shared understanding as 
to why they hear voices. The advice of Jones and colleagues who proposed that
19
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clinical psychologists should provide service-users with different explanations for 
voice hearing if they are uncertain seems to me to resonate with common sense. This 
gives voice-hearers a choice about how to interpret the meaning of their experiences.
Jones et al. (2003) argued that using Q-methodology can be empowering for service- 
users because they take an active role and secondly, there is an acknowledgement on 
the part of the clinical psychologist that the beliefs and opinions of service-users are 
very important, which serves as a means of increasing self-esteem and self-confidence 
and empowers service-users.
However, unfortunately this methodology is not widely used to my knowledge in a 
clinical practice. I think this is because it is too time consuming and overstretched 
NHS practitioners tend to use other techniques based on the CBT model.
A Holistic View of Voice Hearing
A holistic view of voice hearing was advocated in the BPS report “Recent advances in 
understanding mental illness and psychotic experiences” which was published in 
2000. It is stated in this report that a psychotic experience “is different for each 
individual” (pp.59) and therefore service users should not be forced to adhere to one 
particular model of understanding.
As a trainee I should be aware that it is easy to misinterpret what is deemed as an 
“appropriate expression of distress” (BPS, 2000, pp.59). There is no doubt that I will 
be faced with clients who may be deeply distressed but also others who are not 
troubled by their voices.
As an assistant psychologist, I observed that some patients on the ward appeared to be 
content talking to their voices. I imagine they might have found it comforting at times 
especially when the ward atmosphere was rather tense when other patients’ behaviour 
deteriorated. This clearly suggests that voices can have a functional role and therefore 
it is debatable whether clinical psychologists should intervene in such cases, which is 
emphasised in the 2000 BPS report.
20
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Sexual Abuse and Hearing Voices
As I mentioned earlier trauma can be a powerful precipitant to the onset of voices. 
One such trauma clinicians therefore must pay attention to is sexual abuse. Romme 
and Esher (1993) also stressed that clinicians should seek an understanding of the 
interaction between a person’s life history and voices because this enables them to 
understand the personal perspective of hearing voices and put it in context. This 
contention is in my view consistent with Chadwick’s person model of psychosis.
In order to demonstrate to the reader that there is a link between early traumas and 
psychotic symptoms in adult life I cite Ensink (1993, in Romme and Esher, 1993) who 
reported that 28% of incest victims heard voices in later life and it is more likely to 
occur when the abuse took place before the age of 7.
As an assistant psychologist on an inpatient ward I worked with a service-user who 
was systematically sexually abused from the age of 5 for a number of years by her 
father. She reported hearing voices, which were derogatory in nature such as “You 
little whore”. The service-user acknowledged that the voice she heard was her 
father’s and he frequently made such abhorrent comments when she was a child.
The service user had been diagnosed with schizophrenia based on the premise that she 
heard voices. When she moved to our ward, it was established that she was more 
likely to hear voices because of the horrendous sexual abuse. Unfortunately, she did 
not find this conceptualisation helpful, felt misunderstood and very confused about 
this ‘new’ explanation of voices. Therefore, I strongly believe that it is crucial to 
normalise voices as soon as they occur because doing so later can have a paradoxical 
effect. Tragically, in this case the patient committed suicide. Clearly, she did not 
perceive voices as ordinary, but as a sign of mental illness dwelling on the diagnosis 
of schizophrenia. My personal reflection emphasises the importance of accepting a 
service-user’s perspective on voices rather than forcing him/her to adhere to one mode 
of understanding which aligns with the 2000 BPS report stated above.
21
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BRIEF SUMMARY
Hearing voices can be considered as an ordinary part of human experience for two 
main reasons. Firstly, evidence shows that people from the non-clinical population 
also hear voices and therefore hearing voices lies on a continuum with normality. 
Consequently, such conceptualisation should be conveyed to service-users as it 
indicates there is no clear-cut distinction between mental health and illness. The 
second reason is that many people who hear voices report they are not distressed by 
their experiences, in fact many construe voices as meaningful experiences of everyday 
life and therefore do not seek psychiatric services. The clinical implication of such 
conceptualisation is that clinical psychologists should explore service-users’ own 
theories about the origin of their voices. I see the exploration of these theories and the 
meaning they attach to hearing voices as a crucial aspect of psychological therapy.
CONCLUSION
As I mentioned earlier, the main clinical implication of the psychosis continuum is 
that hearing voices lies on the continuum with normality and therefore can be 
considered as ordinary. I do share Verdoux’s and van Os’s (2002) recommendations 
as a way forward as they proposed that future researchers should explore the 
distribution of psychosis-like signs in a non-clinical population. They suggested 
researchers should learn more about what causes the transition from a non-clinical to a 
clinical population by examining risk factors as modulating variables in the non- 
clinical population.
Although evidence clearly suggests that hearing voices can be ordinary, the 
psychiatric model continues to be the dominant mode of treatment for hearing voices. 
A voice hearer adopts a passive stance in this treatment and the control regarding 
voices is completely taken from the individual. Conversely, however, voice hearers 
who engage in psychological therapy should be encouraged by clinical psychologists 
to take an active role in exploring voice-hearing experiences, which empowers them 
as it gives them a sense of control.
22
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I have shown that service users do have different explanations for hearing voices. 
This implies different treatment strategies may be appropriate. Clinical psychologists 
should always appreciate that voices have a psychological meaning and a personal 
significance for service-users (Leudar & Thomas, 2000).
In order to help service users to view hearing voices as ordinary experiences, I believe 
the role of a clinical psychologist should be to normalise hearing voices, which 
reduces the stigma attached to hearing voices. There is no doubt in my mind that 
normalising hearing voices rather than pathologising them has positive implications 
for recovery.
However, clinical psychologists must be mindful of the fact that not all service users 
perceive hearing voices as ordinary experiences and therefore should not force service 
users to accept their voices.
It is apparent to me that the only way forward is to use service users’ expertise on 
hearing voices in future research. There is so much more to be learned from real 
experts.
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INTRODUCTION
I write this essay in the first person because it facilitates self-reflection. I chose this 
essay title because as an assistant psychologist on an inpatient rehabilitation ward I 
worked therapeutically with two patients who were diagnosed with borderline 
personality disorder (BPD) and have observed the tensions regarding their treatment 
in the ward team. Subsequently, in my position as a trainee clinical psychologist I am 
interested to discover whether research evidence supports anecdotal evidence 
regarding clinicians’ negative attitudes towards “borderline patients”  ^ and how this 
impact on their treatment.
Therefore, this essay will explore what theoretical tensions and dilemmas occur in the 
treatment and management of this client group. I felt that this essay question 
potentially imcovers an array of different tensions/dilemmas and to comment on all of 
them is certainly beyond the scope of this essay. Therefore, I focus on diagnostic 
tensions, disparities between descriptions of BPD based on a medical model of mental 
illness and trauma/attachment theories that aim to explain BPD as a result of early, 
often multiple, traumas. I question the reliability and validity of BPD diagnosis and 
pose the question, where do clinicians draw the line between the so-called normality 
and sanity? I argue that “borderline patients” are often excluded jfrom services due to 
the stigma attached to this unhelpful label. I contend that if a BPD diagnosis was 
replaced by a complex posttraumatic stress disorder (CPTSD) diagnosis, clinicians 
might approach their patients with more patience and empathy.
I write about suicidal risk because this is a contentious issue engendering high levels 
of anxiety in MDTs and the resultant defensive practice, which demonstrates a tension 
between theory and practice. I shall conclude that clinicians should rely more on 
formulation as opposed to diagnosis, striving to understand rather than judge their 
patient’s behaviour. Clinical psychologists provide MDTs with distinct skills in 
formulation and can help other professionals to deconstruct BPD. I further conclude
 ^ I shall refer to “borderline patients” as service users who have been formally diagnosed with BPD.
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that a theoretical understanding of BPD represents the most prominent tension and has 
important clinical implications.
Scope
This essay is structured as follows. Firstly, I write about diagnostic tensions in 
evaluating whether BPD is a clear-cut diagnosis. Secondly, I explain differences 
between medical and trauma conceptualisations of BPD. Thirdly, I describe existing 
tensions with regard to treatability and management of this client group, outlining 
several service models. Fourthly, I describe some dilemmas clinicians face in 
managing risk of suicide and why they adopt defensive practices. I use some examples 
from clinical practice to demonstrate my viewpoints and explain clinical implications 
throughout this essay.
DIAGNOSTIC TENSIONS 
IS BPD A CLEAR CUT DIAGNOSIS OR A “STICKY LABEL”?
The diagnosis “borderline” was introduced in 1930s to label patients whose 
difficulties fell somewhere between neuroses and psychoses (Stem, 1938, cited in 
Beck et ah, 2004). The concept of “borderline” has also been used as a personality 
organisation; a borderline organisation refers to an immature personality characterised 
by identity disturbance and use of primitive defences such as splitting (Kemberg, 
1968).
A contemporary medical model’s view, presented in DSM IV-TR (American 
Psychiatric Association, 2000) (APA) views BPD as “a pervasive pattern of 
interpersonal relationships, self-image, and affects and marked impulsivity” (pp.710); 
five of the following criteria are necessary to justify the diagnosis: frantic efforts to 
avoid real or imagined abandonment, a pattern of unstable and intense interpersonal 
relationships (i.e. alternation between idealisation and devaluation), identity 
disturbance, impulsivity, recurrent suicidal behaviour, gestures or threats or self- 
mutilating behaviour, affective instability, chronic feelings of emptiness, inappropriate 
intense anger, transient stress-related paranoid ideation or severe dissociate states.
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The fact that BPD had been viewed differently across time indicates that the notion of 
“borderline” is open to interpretation. Wirth-Cauchon (2001) disagrees with the 
notion of “borderline” contending that the term is socially constructed and ambiguous, 
hence should be abandoned. She argues that BPD diagnosis tends to be applied to 
patients who are socially deviant. In other words, this label is applied in instances 
where patients, the vast majority of them women, transgress that considered in our 
society as normal or acceptable. In terms of gender bias, it is estimated that 70-77% 
of “borderline patients” are women (APA, 2000). Jiminez (1997, cited in Allen,
2004) argued that the term “borderline” is applied to “demanding and angry women”. 
Bjorklund (2006) pointed out and I agree that culture affects the prevalence of BPD 
(i.e. how women are perceived and positioned in our society).
Classification of personality disorders (PDs)
It is important to note that the classification of PDs is based on the medical, 
categorical approach, which identifies three clusters, namely Cluster A 
(odd/eccentric). Cluster B (dramatic/erratic) and Cluster C (anxious/fearful). The 
distinction among clusters is made on the basis of personality traits (i.e. enduring 
patterns of perceiving, relating to and thinking about the environment and oneself). It 
is argued that when personality traits are maladaptive and inflexible, causing 
significant functional impairment or subjective distress to an individual, a diagnosis of 
PD is justified (APA, 2000). What of the context in which behaviour takes place? 
Clearly, according to this explanation, a clear-cut distinction between normality and 
abnormality exists and an individual’s background is not considered.
The British Psychological Society (BPS) published report in 2006 called 
“Understanding personality disorder” which emphasised that “these are categories of 
disorder not people”, however, “borderline patients” are stigmatised and often 
excluded from mental health services (Department of Health, 2003). In addition, the 
BPS report stressed that clinicians should formulate, not just diagnose this client 
group. A needs-based formulation, which requires viewing patients’ experiences in a 
contextual and explanatory framework is necessary. Clinical psychologists therefore 
can make a major contribution to assessing “borderline patients”.
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The BPS report also highlighted that the concept of ‘personality disorder” is 
contentious and causes some concern amongst psychologists because of its poor 
reliability of diagnosis, potential abuse and exclusion from services. Jarrett (2006) 
pointed out that many people fulfil the criteria for more than one of the PD categories 
thus questioning the reliability of this diagnosis. Moreover, Bateman and Tyrer 
(2004b) argue that no reliable method of diagnosing a disordered personality in 
clinical practice exists at present.
Research suggests that around 10% of the general population fulfil the criteria of PD 
(Jarrett, 2006). This indicates that the so-called “normal population” also display 
maladaptive traits and PDs lie on a continuum. Therefore, the inevitable question 
arises; how useful is BPD diagnosis in the first place?
Haig (2002) interviewed service users and concluded that BPD is a “very sticky label” 
which carries a greater stigma than any other mental disorder and once a diagnosis has 
been recorded it remains indefinitely with a patient. Service users reported exclusion 
from services, being told that they are not mentally ill and called time-wasters, 
difficult, manipulative and attention seeking. Interestingly, service users suggested 
that the label “attachment seeking” would be more appropriate.
BPD FROM ATTACHMENT PERSPECTIVE
Indeed, conceptualising BPD from attachment perspective is a useful way of 
understanding presenting symptoms (Fonagy et. al., 2003). According to attachment 
theory (Bowlby, 1969), early experiences with significant others provide individuals 
with internal working models (i.e. cognitive maps of how to relate to others) and the 
quality of early relationships with primary caregivers impacts on the development of 
personality. Fonagy et al. proposed that when a child is distressed and a primary 
caregiver is not able to reflect on his/her mental state, the child will not develop 
reflective self-functioning or “mentalisation” (i.e. ability to make sense of actions of 
oneself and others) and form secure relationships with others in adulthood. They 
argue that “borderline patients” are predisposed to developing BPD because of their 
disorganised insecure attachment and a lack of mentalisation.
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Many clinicians report that building a therapeutic relationship with “borderline 
patients” is challenging due to their mistrust, emotional lability and relational 
instability (e.g. Herman, 1992). Pearlman and Courtois (2005) argue that attachment 
theory is a usefiil framework for understanding relational difficulties between 
therapists and BPD patients. Paradoxically, therapists’ consistency and reliability is 
threatening to these patients because they do not have ‘scripts’ about how to respond 
to consistent relationships and therefore how to form secure attachments to their 
therapists (ibid.). Pearman and Courtois stress that one of the most typical 
countertransference responses is wanting to rescue or re-parent these patients and 
when they resent this, therapists’ negative countertransference is enacted towards their 
patients, thus reinforcing patients’ negative relational experiences. I note that when 
this takes place, staff may feel that patients ‘reject’ their help and consequently feel 
helpless and at times demoralised.
On reflection, whilst working therapeutically with two patients as an assistant, 
building a therapeutic reliance was a challenging task. In those days I had a limited 
understanding of difficulties in building a therapeutic alliance, minimal supervision 
and when patients did not turn up for therapy, I used to get angry with the patients for 
not “wanting” my help. I think that attachment theory is crucial for understanding 
relational dynamics between this client group and mental health professionals.
BPD AND EARLY TRAUMA
Herman et al (1989) interviewed adults with BPD, those displaying borderline traits 
and non-borderline adults and found that 81% of adults with BPD reported history of 
childhood trauma such as physical abuse, childhood sexual abuse and witnessing 
domestic violence. Herman et al proposed that BPD should be therefore viewed as a 
posttraumatic syndrome. This view has treatment implications. Patients’ recovery 
rests on the integration of traumatic memories, which is the necessary precondition for 
developing better affect tolerance and impulse control. Validating trauma is necessary 
for restoring integrated self-identity and the capacity for appropriate relationship with 
others (ibid.).
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In a similar vein, Wilkins and Warner (2001) posited that exploring links between 
early trauma and BPD is essential for understanding patients’ current behaviour, 
proposing that clinicians should view BPD as an expression of early experiences, 
which are re-enacted in adult life.
Should BPD be replaced by CPTSD?
Curtois (2004) argued that BPD should be conceptualised as complex trauma (i.e. a 
type of trauma that occurs repeatedly, often over a period of time and cumulatively 
within specific relationships and contexts). This explanation supports the finding of 
Herman et al. (1989). Curtois (2004) contends that if BPD is conceptualised as a 
CPTSD, which is less pejorative than BPD, clinicians may be more empathie towards 
their patients. I concur with this viewpoint, CPTSD diagnosis captures that early 
multiple traumas had taken place and hence patients’ behaviour can be explained with 
reference to their early traumas, contrary to the medical model, which does not pay 
attention to context.
Although Beck et al. (2004) also contends that almost all “borderline patients” 
suffered from maltreatment in childhood, they argue that it is not the trauma itself that 
can result in BPD but how traumatised children process and attach meaning to then- 
adverse experiences. Thus one of the clinical implications is helping “borderline 
patients” to make sense of their traumas.
However, Wilkins and Warner (2001) believe that addressing past traumas puts staff 
under pressure, as they are likely to reason that this might further precipitate distress 
and increase self-harming behaviour. As they put it: “a conflict exists between 
positioning the patient as a vulnerable child, whilst at the same time as an adult 
responsible for her own actions” (pp.295). They postulate that understanding the 
effects of trauma is fundamental for treatment of “borderline patients” and clinicians 
should explore patients’ re-enactment of early traumatic relationships to preclude their 
engagement in potentially negative relationships with their patients.
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I think it is important to acknowledge that many traumatised people may not regard 
what happened to them as traumatic or have either little or no understanding of how to 
link their symptoms to early traumas (Curtois, 2004). Therefore, another important 
clinical implication is that clinicians should provide education about trauma and its 
impact on current fimctioning to foster better understanding for patients but also staff.
TENSIONS AND DILEMMAS IN RELATION TO TREATABILITY AND 
MANAGEMENT
It has been argued in many quarters that people with PDs are not treatable and 
therefore services cannot help this client group (Davison, 2002). Consequently, this 
leads to a moral debate about who is deserving of treatment (ibid.). Davison 
highlighted some of the reasons why many PD patients are excluded from services 
such as scarce resources, lack of confidence of clinicians to manage this client group, 
and patients’ potential to disrupt other patients. Davison proposed: “patients with 
personality disorders can engender feelings of fiustration, helplessness, anger, 
rejection and nihilism in those caring for them” (pp.7).
I recall members of my team experiencing these feelings and I have experienced them 
myself. However, the main issue in my opinion is not that clinicians experience the 
feelings, but rather how they cope with the feelings and whether they act on them.
The Department of Health’s (2003) report “Personality disorder: No longer a 
diagnosis of exclusion” highlighted that patients with the primary diagnosis of PD 
only rarely have adequate treatment from secondary mental health services. It is 
common practice that “borderline patients” are admitted to in-patient psychiatric 
wards “when in crisis” (i.e. following suicidal attempt, self-harm, etc.) and on 
discharge are followed up by the community mental health team (CMHT), who often 
do not possess specialist skills in the treatment of BPD and tend to manage an 
excessive workload (ibid.). Some services, such as Assertive outreach, may exclude 
patients with a PD because they are not considered to be ‘mentally ill’ (ibid.) which 
echoes views of service users mentioned above. Bateman and Tyrer (2004a) contend
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that at present mental health services are not organised in a way, which would allow 
easy access of people with PD to services.
Service models
One of the dilemmas clinicians have to face is making decisions on the best way of 
managing this client group. Many service models have developed over the years and I 
will briefly outline these models.
According to the ‘Sole practitioner model’, a mental health practitioner is the primary 
person involved in the treatment. It has been argued that restricting the number of 
people who are involved in the borderline patient’s care could be beneficial as this 
approach reduces chances for inconsistency. However, this client group has often 
very complex needs and therefore the sole practitioner model may not be the most 
appropriate.
In the ‘Divided function model’, which tends to be the most prevalent service model 
at present, the roles are divided amongst different professionals. Bateman and Tyrer 
(2004a) contend that a therapeutic alliance may be potentially weakened in this model 
because of a patient’s attachment to different mental health professionals and a lack of 
treatment coordination. For instance, whilst a psychotherapist’s view may be to keep 
a patient out of the hospital, a psychiatrist may admit the person in the hospital in 
crisis. However, as Bateman and Tyrer point out this model can be successful if 
different parts of systems collaborate. I agree with them but would like to highlight 
that different professionals often have different theoretical fi*ameworks for 
understanding BPD, which could lead to tensions within MDTs.
The notion of coordination is also crucial in a ‘Specialist team model’, according to 
which trained professionals from different disciplines are involved in treating 
borderline patients. This model aims to incorporate biological, psychological and 
social understanding of a person’s clinical presentation, taking a holistic approach. 
Anecdotal reports from members of CMHT suggest that this client group takes a 
considerable amount of time to be managed. Therefore, it could be cost effective if
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these clients are managed by the specialist team consisting of highly trained 
professionals in the area of PD (Bateman & Tyrer, 2004a). Evidence from treatment 
trials indicates that specialists’ services have better outcomes compared to more 
generic services (Bateman and Tyrer, 2004b). The Department of Health (2003) 
recommended that specialist PD teams should act as a bridge between generic mental 
health services and people with PD.
In a ‘Skills share model’, each member learns the skills of other team members at a 
basic level. Bateman and Tyrer (2004a) argue that this model requires good 
management and can remove professional rivalry. This model also appears useful 
when an assigned caseworker is on annual leave. However, I think that this model 
requires the willingness of team members to leam from each other and go beyond 
their job description and there is a danger that overstretched mental health 
professionals may be reluctant to adopt such model.
Lastly, a ‘Consultation and liaison model’ combines the divided function model and 
the specialist team model. Patients are treated members of the generic CMHT, who 
consult more experienced practitioners in the field. In addition, case discussions 
should take place on a regular basis. One of the advantages of this model is that less 
experienced clinicians in the field have opportunities to enhance their skills. However 
as Bateman and Tyrer (2004a) point out, it is not always clear-cut who is an expert 
and this can lead to resentment and rivalry amongst team members.
It appears that all models have their advantages and disadvantages but evidence shows 
that the specialist service model is the most useful model in treating this client group 
(Bateman & Tyrer, 2004b).
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CLINICIANS’ ATTITUDES TO “BORDERLINE PATIENTS”
McHenry (1994) proposed that psychotherapy with “borderline patients” involves a 
host of mutual conscious and unconscious interactions. A number of transferential and 
countertransference dilemmas take place during a therapeutic encounter, which affects 
the nature of the therapeutic relationship and the outcome of treatments. Because 
“borderline patients” tend to engage in relationships that are intense and unstable and 
oscillate between overidealisation and devaluation, this is likely to challenge 
clinicians (ibid.). De Zulueta (1999) argued that it is imperative clinicians make 
sense of such behaviour otherwise their responses can become reactive and 
disciplinarian. Thus clinicians may inadvertently recreate abusive relationships, and as 
Herman (1992) quite poignantly puts it, “medical or mental system replicates the 
behaviour of the abusive family” (pp. 123).
I observed how “borderline patients” engendered anger in team members and although 
staff were encouraged to vent their feelings at regular staff support group meeting run 
by a psychotherapist, I noticed on several occasions that some team members actively 
shied away from this forum. I speculate that perhaps talking about negative feelings 
towards patients could have been difficult for them. After all, as clinicians we have 
the duty of care towards our patients; is it therefore acceptable to experience negative 
feelings towards our patients and moreover to talk about them in an open fashion? I 
was a regular attendee of such forums and found it initially difficult to verbalise my 
negative emotions.
Long (2005) proposed that feelings resulting from working with this client group can 
have “profound effects on the morale and cohesiveness of a professional team and 
each of the individual team members” (pp.41). In my opinion, a forum such as a staff 
support group can be an invaluable means of supporting team members. The BPS 
(2006) report also emphasised the importance of staff support groups to try 
minimising countertransference reactions of clinicians. There is no doubt in my mind 
that a team approach and supervision are the necessary prerequisites to working 
successfully with “borderline patients”.
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On reflection, I recall that nursing staff did not have regular supervision and the ward 
manager did not support team members to go on courses in order to foster better 
understanding of BPD. He appeared to be more concerned with the ability of staff to 
de-escalate ‘difficult’ behaviour as opposed to team members understanding such 
behaviour. Clinical psychologists in my opinion working in MDTs play an important 
role in educating other team members about the meaning of borderline patients’ 
behaviour, providing guidance and staff supervision.
My anecdotal evidence describes clinicians’ attitudes towards “borderline patients” 
but what does research tells us? Lewis and Appleby (1988) asked psychiatrists to read 
case vignettes and comment on their likely management and attitudes towards the 
patients described. Researchers found that patients who were diagnosed with PD were 
perceived to be more difficult to manage and less deserving of care by psychiatrists 
compared to the patients with a different diagnosis. Lewis and Appleby concluded 
that PD diagnosis reflects pejorative rather than clinical judgments and should be 
therefore abandoned; this supports the view of Wirth-Cauchon.
Aviram, Brodsky and Stanley (2006) argued that BPD is one of the most stigmatised 
disorders. I argue that the stigma attached to the diagnosis impacts on how mental 
health professionals tolerate behaviour of “borderline patients”. The BPD diagnosis 
could lead to minimisation of symptoms and overlooking strengths of “borderline 
patients” (ibid.). I concur with this viewpoint; I have seen that so-called manipulative 
behaviour (e.g. taking small overdose and then inform nursing staff about it) was a 
source of annoyance and ridicule of patients amongst staff. I also note the difficulty 
of my team to focus on positives, even though the ward’s ethos, based on a recovery 
model, was to highlight patients’ strengths, empower them and give them 
responsibility.
Splitting
Bateman and Tyrer (2004b) proposed that one of the reasons why borderline patients 
may create so many problems is that they tend to evoke inconsistency in treatment, 
which often arises when splitting occurs within teams. Indeed this client group is
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known to sometimes exploit these inconsistencies and test whether a team is cohesive. 
For example, I recall one psychiatric ward colleague who had a reluctance to follow 
team decisions. His ‘loose’ boundaries with a particular “borderline patient” and 
disclosure of information about other members of staff created many problems on the 
ward and disagreements among team members.
Bateman and Tyrer (2004b) argue that splitting can result from poor communication 
between team members rather than being located within a patient (i.e. reflecting the 
patient’s inner processes) and different causes of splitting warrant different 
interventions. Splitting that occurs as a result of unresolved transferences, requires 
work within the team rather than with a patient (ibid.). However, I note that it is 
common that “borderline patients” are blamed for splitting and searching for the 
meaning of splitting is therefore important. Clinicians should acknowledge that 
splitting can result from their own unresolved issues in relation to loss and 
abandonment (McHenry, 1994). One of the clinical implications therefore is for 
clinicians to closely monitor countertransference responses and attend regular 
supervision to reflect on these issues; this is absolutely crucial for trainees with 
limited clinical experience.
I argue that if behaviour of “borderline patients” is understood in relation to coping 
with childhood trauma, primitive defences such as splitting can be viewed as formerly 
adaptive defences, which helped patients to survive their traumatic childhood. My 
view echoes Allen (2004) who points out that patients with BPD encountered repeated 
experiences of powerlessness and their so-called manipulative behaviour should be 
reframed as survival strategies. Allen (2004) emphasised that unacknowledged power 
battles among different professionals within MDTs can also lead to splitting. I note 
that power differentials are rarely openly discussed in MDTs and the blame is located 
within a patient rather than attending to problems within the team.
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MANAGING SUICIDAL RISK
Fine and Sansone (1990) argued that managing suicidal behaviour presents clinicians 
with many ethical dilemmas. Indeed Krawitz and Bacheler (2006) further argue that 
responding effectively to patients’ self-harm and suicidality represents one of the 
thorniest challenges for clinicians. It is important to note that death by suicide 
represents a genuine risk and one in ten patients completes suicide (Paris, 2002). 
Therefore, complex clinical decisions are required and clinicians should recognise the 
distinction between acute and chronic suicidal states (Sansone, 2004).
An acute suicidal ideation is usually the result of overwhelming stressors in one’s life, 
and can be viewed as the response to an exceptional event or series of events 
(Sansone, 2004). On the other hand, chronic suicidal behaviour can be understood as 
a way of communicating distress; it is an ongoing process with a predominant 
interpersonal theme in relation to one’s distress (ibid.).
Whilst standard clinical responses to suicidality involve assessment of suicidal 
thoughts and plans and often hospitalisation (both voluntary and involuntary under the 
Mental Health Act 1983), undertaking this approach with chronically suicidal patients 
is detrimental (Paris, 2002). Custodial interventions such as long-term hospitalisation 
inadvertently precipitate further suicide attempts. Hospital admissions become 
repetitive and a vicious cycle is set whereby hospitalisation leads to further regression 
(Krawitz et al, 2004).
Williams (1998) who had been diagnosed with the BPD in the 1980s and was a 
frequent visitor of A&E throughout the 80s and 90s said:
“a person with borderline personality disorder is often just looking for 
reassurance rather than admission when she hints at or threatens suicide—she 
doesn't yet know how to directly and safely express her feelings. I f  she is 
admitted, however, she will probably regret it five minutes after she gets in. 
Without hospitalisation, she can see that what seems beyond endurance usually 
is not. This realization has allowed me, albeit slowly, to grow and learn to cope.
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Tolerating pain and uncertainty is the only way this can happen” (Williams, 
1998,pp.l73).
This quote powerfidly demonstrates that hospitalisation may not be the right answer 
for treating service users. Sansone (2004) proposed that as there is no known 
treatment for chronic suicidal ideation and hence hospitalising “borderline patients” is 
an enigma.
Defensive Practice
I disagree with the notion of enigma and argue that clinicians adopt overly custodial 
interventions and patients are hospitalised in order to protect clinicians who adopt 
defensive practice. Krawitz and Batcheler (2006) conducted a pilot survey about 
clinicians’ outlook on defensive practice whilst working with “borderline patients”. 
The sample consisted 29 clinicians (48% nurses, 21% psychologists, 14% 
psychiatrists, 17% other professions) from two community services, one inpatient 
service and one crisis service. Researchers alarmingly found that 85% of clinicians 
practiced in a defensive manner; admitting they did not act in the best interest of their 
patients. The clinicians identified the media, senior managers, coroners, family and 
fiiends and politicians as contributing factors to their defensive practice. It therefore 
appears that there is a gap between the best and actual practice in the treatment of 
BPD indicating disparities between theory and practice.
When BPD patients threaten suicide, this understandably evokes fear and caution from 
mental health professionals. I have witnessed that it also engenders anger and 
helplessness. Krawitz et al. (2004) argued that clinicians should balance short and 
long- term risks in such cases and often by increasing a short-term risk, clinicians 
minimise overall risk. This clearly requires sound clinical judgement, which should 
be based on knowing a particular client well, talking to other colleagues who are 
involved in the patient’s care and using supervision to discuss any potential dilemmas.
Krawitz and Batcheler (2006) further argue that clinicians should be able to tolerate 
short-term suicide risk to promote longer-term change. This is a challenging
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proposition, however, because clinicians often report a lack of support from senior 
management for adopting risky practices (ibid.). Krawitz and Batcheler quote one 
clinician: “I know what the right clinical decision is, but I am going to look after 
myself’ (pp.321). This implies that when mental health practitioners protect 
themselves, they do not always make decisions in the best interest of the patient. 
From my personal experience I have leamt that tolerating short-term risk put staff 
under enormous pressure and raises anxiety. I believe that it is not just the fear of 
litigation that can lead to defensive practice but also the fear that one would feel 
personally responsible if a patient committed suicide.
CONCLUSION
Firstly, diagnostic tensions were discussed questioning the reliability and validity of 
BPD diagnosis. The medical outlook of BPD was described and critiqued. 
Furthermore, attachment and trauma explanations of BPD were outlined in order to 
deconstruct BPD diagnosis. I argued that the vast majority of “borderline patients” 
had been traumatised as children and therefore CPTSD might be more appropriate to 
use. A CPTSD diagnosis captures patients’ terror experienced as children and the 
diagnosis has less negative connotations compared to BPD.
Secondly, some tensions in relation to treatability and access to services were 
explored. The evidence presented showed that BPD is a powerful sticky label and 
patients who are diagnosed with a PD do not have easy access to mental health 
services, hence they are rejected and stigmatised, which recreates their early 
victimisation. Some dilemmas of how to successfully manage this client group in 
teams were discussed and several service models were outlined.
Thirdly, clinicians’ attitudes towards their patients were explored. It was explored 
that clinicians may inadvertently recreate patients’ earlier abusive relationships if they 
fail to make sense of their patients’ behaviour. I emphasised the importance of 
supervision and staff support groups to minimise countertransference reactions and 
understanding the meaning of their patients’ behaviour.
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Lastly, I presented evidence to show that long-term hospitalisation is a detrimental 
means of managing “borderline patients” yet custodial interventions are widely used 
with this client group. Suicidal risks were explored because this is a contentious issue 
for MDTs causing high level of anxiety for team members. I argued that clinicians 
adopt defensive practice because they fear litigation and feel responsible if a patient 
would to commit suicide. Hence, they do not always act in the best interest of their 
patients and tension exists between acting what is best for a patient and safe for a 
clinician/team. This reflects a tension between theory and practice.
In conclusion, a theoretical understanding of BPD inevitably impacts on treatment and 
management of BPD causing tensions within MDTs because different professionals 
hold different views about BPD. The most prominent tension arises between 
description and explanation of BPD, in other words medical and trauma 
conceptualisations of BPD. There is little doubt that this client group requires 
complex clinical decisions, which leads to many clinical and ethical dilemmas. In 
order to help these patients, one has to deconstruct BPD paying attention to contextual 
factors and look beyond the label. Therefore I conclude that thinking systemically, 
acknowledging that inherent problems in mental health services and MDTs exist, and 
move away from locating the blame within a patient, is required. Clinical 
psychologists can play an invaluable role within MDTs because they provide distinct 
skills in formulating patients’ problems and educating other team members about 
psychological theories that underpin BPD.
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Scope
This reflective account will describe how our Case Discussion Group (CDG) 
approached the Problem Eased Learning (PEL) task. I will reflect on my role within 
the CDG, the group process and the strengths and shortcomings of the approach our 
group had taken. Lastly, I will describe what I have leamt and consider what others 
have leamt as a result of this task.
Our group approach to the PEL exercise
The PEL exercise was set out to explore “The Relationship to Change”. In the first 
session, members of the CDG talked about an aspect of change that was meaningfiil to 
them. Group members discussed topics such as moving countries or moving from one 
area to another. Initially, the main theme that emerged was culture change. However, 
at the second meeting, two group members expressed reservations about this theme 
because they felt they would not be able to contribute as much as others because of 
their lack of personal experience of cultural change.
As a group we came up with a suggestion to talk about how each of us individually 
coped with change. We thought that we could tell a story about an aspect of change 
that was particularly meaningful to each individual whilst linking our personal 
narratives to relevant psychological theories. However, not everybody in the group 
felt comfortable with this approach and we decided on a more flexible approach. 
Thus three group members reflected on one meaningfiil aspect of change in their lives. 
One member reflected on the group process and another member was a narrator who 
explained how our stories relate to psychological theories. The sixth group member 
introduced a mindfiilness exercise and talked about how mindfulness influenced her 
own relationship to change. We were aware that a new member would join our group 
and thought that we should give her a choice of being either a narrator or to tell her 
personal account.
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Reflection on my role and group process
I did not volunteer to be a chair or a scribe in the first session. On reflection, I felt 
overwhelmed with starting the course and engaging in a group task so early. I was 
definitely very anxious about how other group members would perceive me and did 
not initiate any ideas. Thoughts such as “Am I good enough to be on the course”, “If 
I say a wrong thing they will think I am stupid” were going through my mind. I am 
aware that these thoughts impacted on my behaviour in the group; I was quite 
withdrawn at times. I acknowledge my thinking and my wish to change it. With 
hindsight, the fact that I experienced such thoughts means that I can put myself into 
my clients’ shoes and am aware that challenging one’s thoughts can be difficult at 
times. I have noticed over time my increased ability to contribute to the group 
because I feel accepted, comfortable and safe in the CDG. I now feel more settled on 
the course and think if I was to approach the PEL task again I would be more 
proactive.
Ey week 4, we felt comfortable in the group and with a new member joining we were 
concerned that she might alter the dynamics of the group. We wondered how she 
would cope with missing out on the first three weeks of our induction and joining a 
fairly well established group. The new member fitted into our group very well and 
she adopted the role of another narrator.
I had a different experience on my placement when I attended a team meeting 
discussing group therapeutic interventions. A new member had recently joined our 
team. When she was consulted about whether she would be happy to co-facilitate 
certain groups she became quite offensive and replied: “I have to be happy”. Her 
reply truly upset other members of the team because the team is used to being very 
open with each other.
Whilst reflecting on the CDG process, I pose the question of why it is that our team 
developed a very different approach to the PEL task compared to other groups who 
mainly focused on the impact of change from being an assistant psychologist to 
becoming a trainee.
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Indeed, I was struck by how different our presentation was compared to other groups. 
When other groups presented, it evoked laughter whilst ours created silence and 
heaviness. Feedback from our peers suggested that it was very emotionally 
‘powerful’. I think it was powerful because it was personal. I should mention that 
becoming comfortable with each other in the group was an evolving process. Firstly, 
we felt uneasy sharing our personal stories with each other and thought that our 
narratives were too personal to share. We had also wondered about how our peers and 
course members would make sense of our stories. On reflection, 1 think we began to 
relax with each other when our stories ‘felt’ accepted within the group and this 
acceptance led to trust.
In a clinical context, trust between a client and a therapist within a therapeutic 
relationship plays a pivotal part in fostering change (e.g. Clarkson, 2003). 1 work with 
a young female client who has abused alcohol for past ten years. At our first session 1 
sensed how ashamed she felt talking about it. However, because 1 was non- 
judgmental and accepted her story, she began to trust me and in later sessions was able 
to talk about many other sensitive issues.
All of us explored which theories would best underpin the issues related to change in 
our personal stories. We did not start with a particular theory and then try to force the 
main themes to fit the theory. In a similar vein, whilst on my placement 1 try to match 
clients’ difficulties to a model, not other way around.
As a group we decided to talk about a narrative approach to therapy because of its 
rationale of making sense of one’s experiences. The narrative therapy helps clients to 
re-write their stories (Dallos & Draper, 2003). Although 1 do not use the narrative 
approach per se on my placement, by conversing with my clients 1 help them to 
understand themselves better and search for a meaning of their experiences. 1 am 
increasingly aware of my own personal narratives such as ‘feeling foreign’ and how 
this might impact on the therapeutic alliance. 1 wonder whether my clients feel at 
times that nobody understand their problems and therefore they might feel ‘foreign’. 
In addition, 1 cogitate upon how my clients perceive me as a foreigner and whether
50
Academic dossier, Vol.l, PEL -  year 1
this somehow alters the safety within our therapeutic alliance. Does it promote or 
hinder change? I discuss these diversity issues with my supervisor.
Strengths and limitations of our approach to the PBL task
I consider the major strength of our approach was our ability to incorporate diverse 
experiences into a coherent presentation. This has in my view required a great deal of 
flexibility and focusing on the strength of each group member. As a result, group 
members seemed to be comfortable with their tasks. We all felt that the task has 
helped us to know each other and 1 have noticed that we formed friendships mainly 
within our own group.
Another important strength in my view was the group’s ability to take risks by 
disclosing our personal accounts. 1 felt that we were extremely supportive of each 
other, and have shown a great respect for each other’s stories, which made us believe 
others would respect our stories.
1 believe that becoming a clinical psychologist entails many challenges including 
taking risks. On my placement whilst helping clients to foster change, 1 encounter 
many ethical dilemmas. One such dilemma at the moment is how to balance empathy 
for the client and his difficulties and challenge the client to foster change. 1 discussed 
this issue with my supervisor regarding a client we see jointly. The client has a 
history of overdoses as a result of feeling rejected. After an initial improvement, we 
reached a therapeutic impasse. Indeed, change is not a linear process. We both feel 
that challenging the client whilst he still feels vulnerable is risky in terms of another 
potential overdose.
Further strength of the approach was our ability to give constructive feedback to each 
other and negotiate our individual tasks. 1 believe that 1 can help to foster change by 
asking for feedback from my clients at the end each session. Although potentially 
risky for the novice as negative feedback may lead to decreased confidence, 1 am 
constantly aware that 1 cannot assume that therapy is going well without checking
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with a client. Asking for feedback can in my view break barriers especially when 
some clients perceive me as an expert who has all the answers.
In terms of weaknesses, I consider one of the limitations was a lack of conflict within 
the group. Whilst preparing for the presentation the fact that we did not disagree 
meant that we did not have an opportunity to balance different views or struggle to 
reach consensus. I know from my previous clinical experience that professional 
rivalry often results in many challenges in terms of accommodating different views.
Another weakness of our group approach was our time management. I think half way 
through the PBL task, we became ‘too pleased’ with our progress and had to rush the 
PBL task towards the end which created unnecessary pressure. This style of working 
is alien to me and it has made me slightly uncomfortable. On reflection, I did not feel 
confident enough to challenge group members about meeting more often during the 
week 4 and 5. If I were to do the task again, I would certainly recommend more 
meetings.
A further limitation that I can identify is related to feedback from our two narrators at 
week 5 when they tried to link personal accounts to theory without consulting people 
who presented their stories. Although, we worked in a collaborative manner, towards 
the end we rushed our presentation and ‘divided the tasks’. This approach did not 
work, however, and we concluded that we have to work collaboratively at all stages! 
I think this is an interesting point to bear in mind in relation to a clinical practice. I 
strongly believe that a therapist should work collaboratively with a client throughout 
the course of therapy bearing in mind the client is an expert of his/her difficulties.
Learning outcomes for self and others
Firstly, I am more aware that showing respect for personal stories serves as a means of 
fostering trust, which leads to acceptance and consequently promotes change.
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Secondly, as a group we possess better understanding of how using narratives can be 
beneficial in therapy. Furthermore, as a result of the PBL task, I acknowledge my 
own narratives and how they influence my relationship with clients.
Thirdly, I have learnt and also believe that others have learnt that diversity within the 
group can make the task more interesting. We incorporated the diversity of ideas and 
experiences drawing on our life experience and we learned from each other about how 
change impacts differently on different people.
Fourthly, as a group we believe that claiming ownership for our ideas was an 
empowering experience for each of us. I also acknowledge this is an important point 
to consider in psychological therapy, for example I encourage my clients to recognise 
their strengths rather than dwell on their weaknesses.
Lastly, we have leamt that collaboration at all stages is the key of a successful group 
exercise. Our presentation worked well because we did not compete with each other 
and acknowledged our individual styles.
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Scope
This reflective account will describe how our Case Discussion Group (CDG) 
approached a Problem Based Learning (PBL) task. I start with a brief problem 
scenario and then follow with an explanation of the group task to ‘solve the problem’. 
I shall reflect on my role within the CDG and the group process. I evaluate the group 
approach to the task and consider what I have leamt and what others have leamt as a 
result of this task. I shall use clinical examples from my child placement to reflect on 
the issues of parenting and teamwork.
The problem scenario
The PBL exercise was related to Children and Learning Disabilities, which entailed 
the following problem scenario: three year old twins on the child protection register 
were placed in short-term foster care under the categories of emotional abuse and 
neglect. The children’s mother has learning disabilities (LD) and depression; their 
father has mild LD and is violent towards the mother. The children’s guardian has 
approached us to conduct a full risk assessment of parenting capacity and develop a 
rehabilitation plan for the children if appropriate. Whilst the Local Authority vdshes 
to place the children for adoption, the twins’ parents believe that they can adequately 
care for their children. The group’s task was to explore this problem and decide 
whether the children should be adopted or stay with their parents.
Our group approach to the problem scenario
Our group consists of seven female trainees and a female facilitator. The group is 
quite diverse in terms of age, marital status and cultural background. Two group 
members are in their twenties, five group members in their thirties and the facilitator 
in her fifties. Four group members are married, three members are mothers, two 
members are of non-British background and one member is of Asian ethnic 
background. I wondered from the outset whether our diversity would impact on our 
decision-making processes.
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In the first CDG meeting we discussed the scenario at length and were encouraged by 
the facilitator to express our personal opinions in relation to this topic. We discussed 
whether the children should be taken into care or stay with their parents and proposed 
the ways by which parents could receive more support from services. A heated 
discussion among team members ensued. Our views were diverse; three group 
members argued for the children staying with their parents who could become 
‘adequate parents’ if given appropriate long-term support. Three group members 
proposed that the children should be adopted because they are not safe with their 
parents. The other two members were unsure at this stage. Our group facilitator who 
works with people with LD commented that our division of opinions reflected what 
usually happens at child protection case conferences. She noted that our problem 
scenario is life like where professionals often struggle to reach the ‘right’ decision.
Whilst discussing whether children should be adopted or stay with their parents we 
experienced conflict in the group for the first time since working together. I recall that 
after a brief heated discussion about both possibilities, we quickly moved to a ‘task- 
oriented mode’. We seemed uncomfortable disagreeing with each other. Perhaps we 
perceived that there was no time to have a good debate because of the pressure to 
deliver our presentation. On reflection I think we perceived that conflict represented a 
threat to our group’s cohesion and we were afraid to ‘fall out’ with each other. 
Tuckman (1965) argued that ‘storming’ (when a conflict occurs) is an important stage 
of group processes to reach the performance stage. Interestingly, we talked about a 
lack of conflict in one of our CDG meetings a few months after the presentation and 
acknowledged the fear of upsetting each other. Group members expressed how they 
each felt about the conflict. Two members stated that they disliked conflict but 
recognised that it is necessary at times. The rest of the group said that they did not 
mind it. We concluded that we should not be afraid of expressing conflicting views in 
the future.
On my child placement I observe conflict between different disciplines with regard to 
referrals. The child and adolescent mental health services (CAHMS) receive referrals 
that are sifted weekly for further discussion in multidisciplinary team meetings. On 
occasions, team members cannot agree whether a particular case is suitable for our
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setting or which professional/discipline should take on a case because everybody 
seems to be overstretched.
In the second CDG meeting, we decided that we would like to conduct interviews 
with different professionals involved in the children’s case. We proposed to video 
interviews with these professionals and combine them with a live discussion in the 
studio to make our presentation more interesting. We allocated the role each member 
undertakes in the presentation by matching roles with the opinions held by each 
member so everybody would feel comfortable in their role. Four members were 
involved in video interviews with different professionals involved in the case. Two of 
us chose to role-play psychologists with opposing agendas (i.e. one was for and one 
against the adoption). I role-played a child psychologist advocating the adoption of 
children. My responsibility was to find the research evidence supporting adoption. I 
think volunteering to undertake this role stems from my enjoyment of searching for 
empirical evidence and making theory-practice links.
Whilst reflecting on my role within the group I would like to make some comparisons 
with my last year’s perception of CDG. Last year I felt overwhelmed at starting the 
course and engaging in a group task without knowing group members, this year I felt 
at ease with my group peers. Also last year I felt anxious about how other group 
members would perceive me and did not initiate any ideas. This year I feel safe in the 
CDG and at ease not only initiating my ideas but also disagreeing with other group 
members. Other group members commented that I like to reflect on other people’s 
ideas and pay attention to detail. They also thought that I am skilfid at making theory- 
practice links.
One of the issues that came out in our discussions was the notion of ‘adequate 
parenting’. Indeed, what constitutes adequate parenting is not clear-cut (McGaw & 
Sturmey, 1994) and the PBL exercise highlighted a host of dilemmas. Who decides 
what is deemed adequate parenting? Studies suggest that assessing parenting is a 
contentious issue that engenders many dilemmas in a clinical setting (ibid.).
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On my child placement, I acknowledge that child protection issues often arise as a 
result of abusive and neglectful parenting. When clinicians become aware of child 
protection issues, a multidisciplinary coordination is required to ascertain a child’s 
welfare.
It has been argued that parents with LD present services with many challenges in 
relation to multi-agency coordination (McGaw & Sturmey, 1994). In our scenario, a 
variety of different agencies were involved, including social workers, guardians, 
clinical psychologists and solicitors. I note that we did not address any potential 
difficulties with coordination of different services in our presentation nor did we talk 
about a lack of resources and its impact on client care. On my placement, I was asked 
to collect further information about a particular referral. The child in question was 
also referred to Social Services, because his teacher suspected neglect and domestic 
violence. The child displayed severe anxiety and ‘behavioural difficulties’ at school. 
Because of the lack of resources our service did not take on this referral also 
considering that Social Services were already involved.
The PBL scenario stated that the children had been neglected by their parents. Studies 
show that parental neglect has a long-term effect on children’s cognitive, emotional 
and social development (e.g. Carr, 2006). I currently work with a young man who 
was neglected by both parents and emotionally abused by his mother throughout his 
childhood. His has low self-esteem, experiences difficulties in relationships with his 
peers and as a result avoids going to school. I observed my supervisor conducting a 
psychometric assessment with the 15-year-old boy who had been physically and 
emotionally neglected by his mother and his cognitive development had been 
compromised as a result of neglect. This demonstrates long-term effects of neglect on 
children in a clinical setting.
By the same token, the group considered long-term consequences of adoption for the 
children and their parents such as disruptive attachments (Bowlby, 1969). Although 
we carefully weighed advantages and disadvantages of both decisions, it is interesting 
that we left it to the audience to vote for and against the adoption because we could 
not reach a unanimous decision.
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Strengths and limitations of our approach to the PBL task and further reflection 
of group process and clinical practice
I consider the major strength of our approach was our ability to incorporate diverse 
views into a coherent presentation whilst respecting each other’s opinions. Group 
members seemed to be comfortable with their tasks during our presentation. Overall, 
we agreed on how to present arguments and asked each other for feedback to assure 
that group members felt relaxed about presenting.
Good teamwork and feedback are also crucial in a clinical setting. I observe tensions 
within my current CAHMS team; clinicians seem to be overstretched and 
experiencing high level of stress which impacts on relationships with each other. I 
have observed that many clinicians in our service do not have regular supervision to 
discuss any ethical dilemmas. There is no exclusive case discussion forum and I note 
that this has left some team members feeling that they have no forum to discuss any 
potential dilemmas.
Another strength of our group approach was that we provided empirical evidence to 
support views for and against the adoption of the children. We weighed the 
advantages and disadvantages of undertaking particular decisions and considered 
psychological well-being of both children and their parents including long-term 
consequences on both parties.
Group members collaborated well with each other during the PBL task negotiating 
how to present our opposing views and adopting a flexible approach to the task. 
Whilst working with children and young people I consider negotiating therapeutic 
goals as an essential part of therapy. I ask for feedback from my clients and 
acknowledge that this fosters collaboration. I think this is particularly empowering for 
children and young people who may feel inferior to adults.
A further strength of our group was good time management. I recall last year, we had 
to rush the PBL task towards the end, creating unnecessary pressure. This year we did 
not feel under pressure to complete the task because we planned it better.
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In terms of limitations, we experienced some technical difficulties during the 
presentation. With hindsight practicing beforehand in the room where the 
presentation takes place would minimise these issues.
The group continued being uncomfortable disagreeing with each other, which 
hindered to some degree the formulation of opposing arguments. As I mentioned 
previously, we did not talk about a lack of resources. Moreover, we failed to explore 
any organisational barriers to providing services for people with LDs and a lack of 
coordination among services.
Another weakness was failing to address process issues. With hindsight we could 
have reflected on our views towards the topic as a part of our presentation. We could 
have been more transparent about our difficulty to decide what we perceived to be the 
‘right’ decision.
Learning outcomes for self and others
Firstly, the PBL task fostered a better understanding of the complexity of decisions 
required in a potential adoption. We have leamt that multidisciplinary risk assessment 
is necessary whilst considering adoption and cost-benefit analysis of undertaking a 
particular decision is required.
Furthermore, as a result of the PBL task, I also acknowledge that assessing parental 
capacity is a complex enterprise and it is easy to blame parents for their lack of 
parenting skills rather than blaming the system for failing to provide adequate support 
for parents with LD.
We have leamt that collaboration is the key to a successfiil group exercise. Our 
presentation worked well because we did not compete with each other and respected 
each other’s views.
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Scope
This reflective account will describe how the Case Discussion Group (CDG) 
approached the Problem Based Learning (PBL) exercise. I will reflect on my role 
within the CDG, the group process and evaluate the group’s approach to the PBL 
exercise. I will reflect on what I have leamt and consider what others have leamt 
from this task. Throughout this piece of work I shall use examples from my older 
adult placement to demonstrate my understanding of theory-practice links and reflect 
on the relevant issues from my clinical practice.
PBL exercise
The PBL exercise was related to working with older people. The following problem 
scenario was set out: Mr Khan is a Muslim man who has moved from Pakistan to 
England 30 years ago. He is a widower and has two daughters. Both daughters were 
bom in England, his younger daughter (married with no children) who works as a 
joumalist, lives in England whilst his older daughter moved to Pakistan when she 
married a Pakistani (she is a homemaker with two children). The younger daughter is 
concemed about her father’s health and safety following the death of his wife nine 
months ago. She approached Social Services requesting assessment of her father and 
demands that her sister comes to England to help with ‘sorting out’ their father’s care. 
Mr Khan’s social support network is limited. Following his wife’s death, he stopped 
visiting a local mosque. The group’s task was to flnd a solution for Mr Khan’s care 
and explore dilemmas related to his case.
Diversity in the group
Our group consists of one male trainee, flve female trainees and a female facilitator. 
The group is quite diverse in terms of age, marital status and cultural background. 
Three members are of non-British background, one of which is from Asian ethnic 
background. Two group members are in their 40s, three in their 20s and one in her 
30s. There were two changes within the group since last year, the first unexpected 
change was losing a female member of the group and gaining a new male member and
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the second expected change was having a new facilitator who unlike the previous 
facilitator is a member of our course team. I wondered from the outset about whether 
our diversity and changes to our well established group would impact on our decision­
making processes.
Our approach to the PBL exercise and some reflections from clinical practice
In the first session, members of the CDG discussed about which approach the group 
should take. Our discussion focused on cultural and religious issues, grief and 
mourning and issues of assessment and risk. I noticed that one group member with an 
Asian background had much better understanding of the Pakistani culture and Muslim 
religion. He shared his knowledge with the rest of the group and the group welcomed 
his input.
I worked with a female client of the Pakistani cultural origin on my learning disability 
placement and therefore had some knowledge of the cultural issues and some of the 
challenges inherent in engaging with a person from a different background in a 
therapeutic relationship and negotiating support from outside agencies.
The group decided to present what dilemmas we thought family members might 
encounter using a role-play. We were keen to represent everybody’s voice and to base 
individuals’ narratives on evidence-base practice. We also thought that two group 
members could take on professional roles to highlight the relevant assessment issues. 
Our rationale was to demonstrate the importance of involving family members in the 
assessment process and highlight the diversity of views within the family as well as 
provide reflections by professionals.
Our group quickly moved to a task-oriented mode and there was no conflict among 
group members in relation to the task. This was reassuring given that we had two new 
group members. We discussed dressing up for different roles and explored whether 
this would offend our colleagues. We concluded that we were not offended by it and 
hoped that others would be OK about it too. 1 thought that the fact that our group was 
culturally diverse allowed us to feel at ease ‘representing’ people from different
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cultures. The group also explored acculturation issues and its impact on perceived 
roles within families (e.g. Pientwoski et ah, 2000).
We prepared our narratives independently and then met several times to rehearse and 
pull the presentation together. The presentation went well on the day and the group 
received good feedback. Representing different views within the family was well 
received by evaluators.
The scenario highlighted a number of issues from clinical practice. On my older adults 
placement, I work on an inpatient rehabilitation ward with stroke survivors. Most 
clients receive a case family conference in order to provide a space for family 
members to talk about their concerns and explore what support is needed following a 
client’s discharge. I noticed that some patients and their spouses have opposing ideas 
to their children about the amount of help they perceive is needed. A family dispute 
between siblings similar to the scenario is relatively common. I also noticed that it is 
not uncommon for ward staff to perceive some relatives as being ‘difficult’, having 
‘unreasonable’ expectations in terms of post-discharge care. Although I understand 
that it is frustrating for the team to deal with the so-called difficult relatives, I thought 
that perhaps they may underrate that caregiving is a complex endeavour which 
impacts on other areas of carers’ lives. Indeed, caregiving for a disabled elder has 
been identified as one of the most stressful and disruptive events in the family life 
cycle (Woods, 1999). I decided therefore to make a presentation to my team on 
“Stroke Carers: Impact of caring role and management opportunities” to heighten their 
sensitivity to the relevant issues.
Reflections on my role, group process and clinical practice
Whilst reflecting on my role within the group I noticed that I was more assertive with 
my ideas. I thought this was because I had worked with a Muslim client and her 
family before. Whilst last year I was a relatively quiet member of the group, this year 
I did not worry about how other group members would perceive me. I thought that 
this could have been due to the fact that I respect the group facilitator and felt very 
comfortable to divulge my ideas.
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The PBL task highlighted problems around caring for parents from a distance. In our 
role-play, the group considered moving Mr Khan to Pakistan. His older daughter 
wanted to look after her father and the younger daughter also thought that was the best 
solution. However, Mr Khan was adamant he did not want to move. Research shows 
that children fail to appreciate the complexity of such decision. For instance, the 
move removes sources of social support such as friendships, and brings about 
potential difficulties in adjustment to a foreign culture (Woods, 1999).
Another issue that the group explored was that of dependence vs. independence in 
older age. I am currently working with an 84 year old White British man who was 
referred to me for chronic pain management and “not wanting to get old”. Mr X 
wishes to remain independent in his flat but his daughters are concemed about his 
well-being. Mr X is reluctant to accept any help from outside agencies as this would 
suggest to him that he had ‘failed’. Thus negotiating help offered to older people 
seems challenging cross-culturally.
The group also reflected on the importance of exploring what being older means to an 
individual rather than making assumptions about what it is like to be old. It is easy to 
make assumptions however and we all undoubtedly have certain expectations about 
what one does and how one ‘behaves’ when ‘old’. For example, Mr X uses a 
computer and an i-pod, challenging my assumptions that someone in their 80s would 
not be able to learn the use of modem technology.
Strengths and limitations of our approach to the PBL task
Firstly, I consider the major strength of our approach was our ability to incorporate 
diverse views, which were respected by group members, into a coherent presentation. 
Good teamwork is undoubtedly important in a clinical setting. I attend weekly MDT 
meetings and observe that diverse views are welcomed. There is generally a relaxed 
atmosphere and scope for discussing potential dilemmas.
Secondly, we explored the issues of referral, i.e. who is the client. The referral was 
received from Mr Khan’s daughter. I reflect that ambiguity about referrals is quite
66
Academic dossier, Vol.l, PBL -  year 3
common on my older adult placement. I conducted CAMDEX, a dementia screening, 
with an 83-year-old lady who was not concemed about her memory decline. When I 
interviewed the client and her daughter I found out that they were not aware about the 
referral and could not understand why this assessment was recommended by the 
client’s geriatrician. This highlights the importance of exploring the client’s and 
relatives’ understanding of the referral.
Thirdly, the group explored a rationale for different assessment tools to ascertain the 
degree of Mr Khan’s difficulties. We recommended a functional assessment (Orrel & 
Hancock, 2004) in order to assess his ability to deal with the activities of daily living 
tasks. The group also considered the importance of distinguishing between dementia 
and depression. However, this is not always straightforward in clinical practice. On 
the stroke unit, for example, the issue of distinguishing between adjustment 
difficulties following stroke and depression can be challenging.
The last strength of our group approach was that we made theory-practice links. The 
group reviewed the literature on caregiving in Muslim communities and acculturation 
and also assessment tools used with older adults. This enhanced our understanding of 
Muslim beliefs in relation to caregiving and will inform my future clinical practice. 
Also we talked about the need to appreciate that every Muslim family is different and 
therefore a thorough formulation is necessary in each case.
I did not really feel that our approach had any major weaknesses. However, if I were 
to do the same presentation again I would suggest the following:
1. We could have provided a handout with references used for the presentation to 
our audience.
2. We could have reflected on what it was like to take the position of a particular 
group member.
3. We could have reflected on group process in more detail at the end of our 
presentation.
4. We could have reflected on how the diversity of the group had helped us feel 
comfortable ‘adopting’ different positions and dressing up for our roles.
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Learning outcomes for self and others
The PBL exercise enhanced our understanding of the complexity of decision-making 
required for caring for an older person from a Muslim community (Carolan et al., 
2000). Furthermore, as a result of the PBL task, we acknowledged that making a 
decision about the best interest of a client can be a difficult process.
We also learned about how care is conceptualised in Muslim families. The exercise 
has heightened our sensitivity of cultural issues in assessment and subsequent 
treatment (Hinrichsen, 2007).
We have gained knowledge about multidisciplinary assessment. We acknowledged 
that gaining perspectives from family members is valuable and collaboration between 
professionals and families is the key to thorough assessment.
Lastly, I have leamt and also believe that others have leamt that diversity within the 
group can make the task more interesting.
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SUMMARIES OF PROCESS ACCOUNTS OF 
CASE DISCUSSION GROUPS
This section of the portfolio provides a summary of two 
process accounts of CDG carried out in year 1 and 2. A 
full version of both accounts is presented in Volume 2 
(Clinical Portfolio).
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Process Account of Case Discussion Group Summary -  Year 1
Our Case Discussion Group (CDG) comprised seven female trainees and a male 
facilitator. The group was diverse in terms of age, marital status and ethnicity. Group 
members ‘gelled’ during the problem-based learning task (PBL) within the first six 
weeks. The format of the group was discussed after the PBL task was completed. We 
took turns in presenting a case and the group then discussed pertinent issues in relation 
to each case. There was some scope for talking about placements and sharing our 
anxieties, which resulted from being novice therapists. This enabled the group 
members to identify with each other. The group was very structured and the presented 
cases stimulated very interesting discussions on topics such as formulation, power 
differentials between therapists and clients, motivation to change, ethical 
considerations, and the benefits of having personal therapy. The group members were 
supportive of each other and conflict was avoided because we did not want to upset 
each other. Two group members were quite dominant in the group and two of us were 
relatively quiet. I thought that this was because we had less clinical experience prior 
to training as compared to others who appeared more confident. I acknowledged that 
my quietness stemmed from the fear of being judged by others. Interestingly, by 
contrast I acknowledged being more forward with my ideas on the placement and 
reflected on this in my account. I discussed two clinical cases, which highlighted 
issues of concordance with homework and clients’ readiness to change. I recognised 
that my personal learning style is that of ‘absorbing’ information first. I often need 
time for processing information and reflecting and consider myself to be a deep 
thinker. In my account I further reflected that being in personal therapy was 
invaluable because it provided me with an understanding of what it feels like to be a 
client, and that change is complex, slow and difficult. Several limitations in our group 
approach were explored in the account. For example, the group did not pay enough 
attention to process issues and cases were only formulated from a CBT standpoint 
because of our fear of making mistakes, and our self-reflection was minimal. In terms 
of learning needs, I have become confident in formulating cases from the CBT 
perspective, learned about different styles of supervision and many professional 
issues. I also leamt that peer supervision is a valuable learning experience and 
became more aware of my weaknesses such as my hesitancy to speak in the group and 
challenge others when appropriate.
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Process Account of Case Discussion Group Summary -  Year 2
The group encountered two changes within our group since year 1; one group member 
went on maternity leave and we had two facilitators within one year, which the group 
found unsettling. The group discussed our previous experiences of CDG and the 
apparent lack of emphasis on group process issues. The group felt that in year 1, we 
lacked a forum in which any difficulties, apart from clinical cases, could be explored. 
The group felt that last year’s CDG was too structured and prescriptive as determined 
by the facilitator and we wished to change this approach. The group therefore seemed 
clearer about its objectives and more assertive compared to year 1. We decided that 
presenting clinical cases was beneficial and we should continue doing this in year 2. 
The fact that the group took ownership of its ideas was empowering for the group and 
we noticed that we looked forward to our CDGs. The group discussed a multitude of 
interesting areas such as creating safety in a therapeutic relationship, working with 
staff teams, networking with other professionals, joining new teams and working 
privately. I was more forward with my ideas in year 2 and felt more at ease talking 
about my difficulties on the placement with my supervisor and other uncertainties. I 
no longer felt judged by other group members. In terms of my personal contributions, 
I presented a case from my child placement and discussed its systemic formulation 
with the group, which others said they had found very helpful. I also described that I 
continued to be a reflective learner and did not feel comfortable taking the role of 
leader within the group. With regard to shortcomings in the group’s approach, I wrote 
about the group’s continuing reticence to discuss process issues. The group 
experienced a conflict towards the end of year 2. After the group’s experience of overt 
conflict, which was directly related to discussing process issues, the group concluded 
that it was safer to reflect on group process on a ‘superficial’ level. I have leamt a 
great deal about group processes in year 2 and how conflict shapes the group’s 
dynamics. I have also become more self-reflective about my position as a trainee 
within different systems. I learned about various important clinical and professional 
issues, which were explored in our CDG and I shall be mindful of these in my future 
work. Writing both accounts and reflecting on group processes was beneficial for my 
professional and personal development.
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PLACEMENT SUMMARIES OF CLINICAL 
EXPERIENCE
This section of the portfolio includes 6 summaries of 
clinical experience gained on all placements over the 
three years of clinical training.
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Adult Mental Health Placement Summary
Setting: Day Treatment Centre (DTC) and Community Mental Health Team (CMHT) 
Dates: November 2005-September 2006 
Model: CBT
Range of experience: This was a split placement between a DTC and CMHT. At the 
DTC, I worked with clients in tbeir 30s, 40s, 50s, presenting mainly with anxiety 
disorders and depression. I bad an opportunity to observe many group therapeutic 
interventions conducted by occupational therapists. I co-facilitated an Anxiety 
Management group using a CBT approach. At the CMHT, I worked 'with adults of 
different ages, presenting with severe and enduring mental health problems including 
psychosis, obsessive-compulsive disorder (OCD), social phobia, post-traumatic stress 
disorder and anorexia nervosa. I have also gained experience working with one client 
presenting with adjustment problems in a GP surgery, one client with a chronic fatigue 
syndrome in Frimley hospital and one client from the CMHT for older people 
presenting with agoraphobia. On this placement, I carried out a Service-related 
research project: “An audit of the provision of psychological therapies for clients with 
a diagnosis of schizophrenia referred to Hollies CMHT” and I presented my findings 
to other team members. I used various assessment tools to evaluate clinical outcomes 
such as BDI-II, BAI, Eating Disorder Inventory, Brief Fear of Negative Evaluation, 
Revised Beliefs about Voices Questionnaire, The Maudsley Obsessional-Compulsive 
Inventory, Impact on Life Scale, Robson Self-esteem Questionnaire and conducted 
three psychometric assessments including WAIS-III and WMS-II. I attended a 
workshop on low self-esteem.
Children and Families Placement Summary
Setting: Child and Adolescent Mental Health Service (CAHMS)
Dates: October 2006-March 2007 
Model: CBT and Systemic
Range of experience: This was a CAMHS service for children and young people 
from 5 to 18 years of age. I carried out clinical interventions with children, 
adolescents and their families. Clients’ presenting problems included anxiety, phobias, 
depression, low self-esteem, autistic spectrum disorder, attention-deficit hyperactive
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disorder, parenting issues, behavioural problems, and adjustment problems following 
parental separation. I also worked with one child in the primary care referred for 
treatment of encopresis. I carried out joint interventions with a family therapist, 
school nurse and social worker. On this placement I had ample opportunities to 
observe other professionals including psychiatrists, family therapists, social workers 
and play therapists. I presented a case study at the psychology meeting and formulated 
this case from different theoretical perspectives. I used a variety of assessment tools 
and conducted two psychometric assessments (WISC and WPPSI). Whilst on 
placement, I completed Child Protection and Domestic Violence training. I attended a 
workshop on working with adult survivors of childhood trauma.
People with Learning Disabilities Placement Summary 
Setting: Psychological Services for people with Learning Disabilities 
Dates: April 2007-September 2007 
Model: Systemic, Behavioural and CBT
Range of experience: On this placement, I worked with clients with mild, moderate 
and severe learning disability. Clients ranged from 18 to 68 years of age and their 
presenting problems included challenging behaviour, Asperger’s syndrome, anxiety 
disorders, OCD, needle phobia, anger problems and bereavement. I had an 
opportunity to work with clients in various settings including an inpatient ward, 
residential homes, supported accommodation placements, schools and their own 
homes. I worked with two clients from diverse ethnic backgrounds. I carried out 
three WAIS-III and ABAS II assessments and one extended parenting assessment. I 
also provided consultation to staff. I attended a workshop on OCD. I gave a 
presentation titled “Cognitive Profile of Autism” to other psychologists.
Older Placement Summary 
Setting: Inpatient Stroke Unit 
Dates: October 2007 -  March 2008 
Model: REBT, CBT
Range of experience: This placement was based on an inpatient stroke rehabilitation 
unit. I worked mainly with stroke survivors (ranging from 34 to 91 years of age) 
helping them to adjust to their disabilities and also carried out some work with their
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carers and family. I further worked with older people, again within the inpatient 
settings, who experienced complicated recovery post-surgery and people with fear of 
falling. I saw one client in a residential home and three clients in a day hospital; their 
presenting problems included depression, anxiety and chronic pain. I co-facilitated an 
informal activity-based stroke support group with an assistant psychologist. This 
group was formally evaluated and the evaluation of the group has also been submitted 
for publication: Dewar, Jenkins & Kneebone (under submission) “How do you 
evaluate an informal support group? A case example from stroke rehabilitation”. 
International Journal o f Therapy and Rehabilitation, which is included in research 
appendices (pp243). In addition, I delivered two psycho-educational sessions for 
Parkinson’s disease group. I conducted various psychometric assessments such as 
CAMCOG, Hayling and Brixton, RBANS and BADS. I presented at an older adult 
interest group forum on stroke carers: “Impact of caring role and management 
opportunities.”
Advanced Competencies Placement
Setting: Inpatient intensive rehabilitation ward and CMHT
Dates: 7/04/08-30/09/08
Model: CBT, Recovery, Systemic
Range of experience: This current placement is a split placement between a CMHT 
and an inpatient rehabilitation ward. On this placement, I am able to consolidate my 
existing knowledge up to date and extend my skills in assessment, formulation and 
clinical evaluation. On an inpatient ward, I have an opportunity to use a solution- 
focused therapy and work with people presenting with a variety of mental health 
problems including psychosis, anxiety and depression. I attend MDT meetings, 
professional meetings and CPAs and liaise with other professionals involved in my 
clients’ care. I am responsible for developing a standardised assessment protocol for 
new referrals to improve service delivery. In the CMHT, I work with clients of 
various ages and different presenting problems. I carry out independent risk 
assessments and use a range of outcome measures such as CORE, HADS, St Georges 
Questionnaire, Y-BOCS scale, BDI-II and BAI. I presented the findings of my 
research project: “Women’s experiences of the journey from anorexia nervosa to 
recovery” in both settings. I attended a workshop on trauma and dissociation.
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SUMMARIES OF CLINICAL CASE 
REPORTS
This section of the portfolio comprises five clinical case 
reports summaries. A full version of all case reports is 
presented in Volume 2 (Clinical portfolio).
78
Clinical dossier summary, Vol 1, summaries of clinical case reports 
Adult Mental Health Case Report 1 Summary
Title: “Cognitive-behavioural therapy with a 34-old female presenting with social 
anxiety and depression”.
Referral
Mary was referred for individual psychology work to address her long-standing social 
anxiety and depression. The referral came from her care coordinator who works in the 
community mental health team.
Presenting problem
Mary identified that her main problem was social anxiety. Her symptoms included 
shaking, spasms, head jerking and excessive worry about the future. She stated that 
she felt apprehensive about the symptoms and therefore, she avoided social situations 
and going out with fiiends. Mary experienced difficulties with forming relationships 
and relating to authority figures at work. Mary said that she worried about what other 
people thought of her. She has not worked for the past three years and her fear of 
symptoms has prevented her seeking intimate relationships and hindered her social 
life. Mary has abused alcohol in the past and attended AA meetings irregularly.
Initial assessment
The assessment consisted of semi-structured clinical interviews with Mary, a risk 
assessment and several baseline measures; Beck Depression Inventory II (BDI-II) 
(Beck et al (1996), Beck Anxiety Inventory (BAI) (Beck & Steer, 1993) and Brief 
Fear of Negative Evaluation scale (Brief FNE) (Leary, 1983). Mary experienced 
severe anxiety, moderate depression and her fear of negative evaluation from others 
was high.
Initial formulation
Clark and Wells (1995) proposed a cognitive model of social anxiety, which was 
adopted to explain Mary’s anxiety. It appears that Mary’s early experiences of 
growing up in an abusive environment, a lack of emotional involvement and criticism 
for expressing her opinions by her mother, unavailable father and separation anxiety 
whilst at boarding school may have led her to form dysfimctional assumptions about
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her lack of worth and lovability (‘T must be liked by everyone”, “If I show my 
symptoms of anxiety, then people will think I am weird and they will reject me”). 
The activation of these assumptions led to a vicious cycle of negative automatic 
thoughts (NATs) related to her perceived social threat (e.g. “Everybody is looking at 
me and they think I am weird because I am shaking”). Mary was hypervigilant to her 
symptoms, which in turn perpetuated her anxiety. Her fear of the symptoms of 
anxiety led her to avoid anxiety-provoking situations (e.g. groups); this has 
maintained her anxiety because she did not have an opportunity to disconfirm her 
NATs. Further maintaining factors were her apparent lack of support from her mother 
and feelings of entrapment. Protective factors identified included Mary’s motivation 
to change, her good sense of humour and her ability to self-refiect.
Intervention
Mary’s main goal for therapy was to decrease her anxiety in social situations. 
Therefore, her treatment included psychoeducation about anxiety, and identifying and 
challenging of her NATs by using thought diaries. Mary’s graded exposure involved 
a series of graded goals, which ranged from the least anxiety provoking situation such 
as going to library and talking to a librarian, to the most anxiety provoking situation, 
namely having a meal in a restaurant with two fiiends in London. Mary moved up the 
hierarchy of anxiety-provoking situations without major difficulties. The next step of 
therapy was to challenge Mary’s cognitions around shaking by using behavioural 
experiments. For example, we tested her belief “If people see me shaking they will 
think I am a nervous wreck”. Mary rated this cognition as 100% true. I instructed 
Mary to conduct a mini survey and ask 5 people about what they believe reasons for 
shaking might be. Mary discovered that other people attributed only 30% to anxiety 
and re-rated her belief as 70% true. The next stage of the intervention involved 
challenging of her core beliefs. In order to support her new more adaptive core belief, 
“I am worth something”, I asked Mary to complete a positive log diary, which 
challenged her old core belief “I am worthless”.
Outcome
Mary’s BDI, BAI and Brief FNE scores were reduced by 11, 3 and 4 respectively. 
Mary reported that she has noticed a shift in her outlook about the future. She
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reported feeling more hopeful about overcoming her difficulties and going back to 
work. In terms of behavioural changes, Mary achieved all steps on the graded 
hierarchy of anxiety-provoking situations. She started pursuing many pleasurable 
activities, which seemed to improve her mood. Mary found a part-time voluntary 
administrative position. She attended therapeutic groups in the day centre, AA 
meetings and also socialised more with her friends.
Reformulation
Gaining additional information about Mary’s self-deprecating thoughts resulted in 
better understanding of her depression. Mary talked about her difficult relationship 
with her mother, who was verbally abusive towards her during her childhood. This 
could possibly explain Mary’s detachment from her emotions, fear of criticism and 
difficulty with trusting people in general. Mary’s presenting problems were 
precipitated by the loss of her employment. Consequently, she could not afford to rent 
a place and moved in with her over-critical and abusive mother, which seemed to 
perpetuate her anxiety. As a result of her early experiences and dysfimctional 
assumptions, as described in the initial formulation, Mary developed her core beliefs: 
T am unlovable’, T am worthless’, T am weak and vulnerable’, ‘Others judge me’, 
‘Others are more capable than me’ and ‘The world is unsafe’.
Critical evaluation
I taped several sessions with Mary in order to reflect on strong and weak aspects of 
my therapeutic skills and discussed my reflections with the supervisor. I found this to 
be a useful learning experience and was able to reflect accurately. If I were to work 
with Mary again, I think I would conduct a more thorough and less structured 
assessment. I would have explored Mary’s relationship with significant others in 
more detail to gain a better understanding of how her past relationships impacted on 
the way she conducts her current relationships.
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Adult mental health case report 2 summary
Title: “Cognitive therapy with a 42- year old female survivor of childhood sexual 
abuse presenting initially with anxiety and depression”.
Referral
Jane self-referred to a local CMHT service and she was then referred by her 
community psychiatric nurse in order to address her childhood sexual abuse (CSA).
Presenting problem
Jane was sexually abused by her stepfather between the ages of 5-16. Her perpetrator 
was jailed when Jane’s stepsister disclosed her own abuse. Jane has learned about his 
death in prison prior to her assessment. She described that she was “anxious” and 
“depressed” and reported “panic attacks”, which she found distressing. Jane left her 
employment seven months ago, which has led to some financial difficulties. She 
tended to isolate herself at home and had stopped socialising with her husband and 
fiiends on weekends. Jane had experienced marital problems (difficulties with 
intimacy and trust) and contemplated leaving her husband.
Initial assessment
Two semi-structured clinical interviews were carried out to gather background 
information and conduct a risk assessment. The Beck Depression Inventory II (BDI- 
II) (Beck et a l, 1996) and Beck Anxiety Inventory (BAI) (Beck & Steer, 1993) were 
administered. On both measures Jane scored in the moderate clinical range.
Initial formulation
I did not consider a trauma hypothesis at this stage because I was unsure whether 
Jane’s difficulties reflected anxiety and depression or were in fact more complex 
trauma symptoms. A cognitive formulation was chosen using a CBT framework. 
Looking at Jane’s early experiences, Jane experienced several adverse events between 
the ages of 5-16; she experienced abandonment by her birth father, she was sexually 
abused and she witnessed domestic violence (DV) between her mother and stepfather. 
She was also bullied in secondary school. It is likely that these adverse experiences
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have led to the development of her core beliefs: “People do not like me”, “I do not 
deserve care”, and “I cannot rely on other people”. Several precipitating events may 
have contributed to Jane’s anxiety. Jane’s trip home at Christmas 2005, to the place 
where her CSA occurred seemed to trigger many unbearable memories leading to her 
first “panic attack”. It is also likely that the anniversary of the courtcase and discovery 
that the perpetrator died in prison only a few weeks before her therapy commenced 
may have also precipitated Jane’s severe anxiety. Jane’s long standing unresolved 
anger towards her stepfather and her family appeared to maintain her current 
difficulties. Jane’s physical abuse from her first husband and subsequent divorce also 
seemed to contribute to her depression.
Intervention
The first stage of therapy involved psychoeducation about the CBT model and sharing 
the formulation with Jane. Jane was adamant that her CSA has had no bearing on her 
current difficulties. The second stage involved psychoeducation about panic and 
anxiety, and monitoring panic attacks by using panic diaries. A panic cycle was 
constructed with Jane, using Clark’s (1986) model of panic. One of her triggers was 
experiencing a sharp feeling in her throat and difficulty swallowing. Jane perceived 
this as threat that she would choke leading to misinterpretation that she would die as a 
result of choking. Jane’s abuse involved oral sex and I began to make links between 
her physical symptoms and CSA. I also began to wonder whether Jane’s panic attacks 
were in fact flashbacks of her early trauma. Jane began to question whether she was 
actually experiencing “panic attacks”. The next stage of therapy involved exploring 
Jane’s narrative of CSA and legacy of DV. I encouraged Jane to describe the 
circumstances of CSA, enquired about the abuse and contextual factors such as the 
role of other family members in the abuse and circumstances around disclosure. Jane 
experienced increased symptoms in July and further assessment was required, 
therefore I used Horowitz et a l’s (1979) Impact of event scale. Jane scored 9 and 8 on 
the intrusion and avoidance scale respectively (normal range).
Outcome
After 16 sessions Jane’s depression and anxiety scores were lower, indicating only a 
mild depression and moderate anxiety. Her scores on the Impact of events scale have
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increased but still fell within the normal range. Jane attended several craft fairs and 
was very successful at selling her products, which seemed to boost her confidence. 
She also attended several family gatherings at Easter and a Christening, which she had 
previously avoided. She also reported reduced safety behaviours because of better 
understanding of “panic”. She planned a holiday with her husband and their 
communication had improved. Although some relationship difficulties remained, Jane 
no longer wished to terminate the relationship with her husband. I had noticed Jane’s 
increased ability to trust me as her therapy progressed and I speculated that our 
therapeutic relationship was the main vehicle for change because I provided Jane with 
a secure base.
Reformulation
Whilst working with Jane, I came to realise the extent to which I had underestimated 
the impact of her multiple traumas in the initial formulation. Jane had presented with a 
diverse clinical picture and in trying to incorporate the breadth of her adverse 
experiences into the formulation, I had not focused on the specific impact of her 
multiple traumas on her current presenting problems. Herman (1992) proposed a 
model of complex post-traumatic stress disorder, which accounts for the effects of 
prolonged, repeated trauma. This seemed relevant to Jane’s case given she 
experienced prolonged and repeated sexual abuse over eleven years. It appears that 
many of Jane’s formerly adaptive defenses ‘broke down’ and consequently she sought 
therapy. We talked about Jane’s ability to reverse the legacy of abuse and the impact 
of CSA on parenting of her three sons.
Critical evaluation
My ability to create a trusting therapeutic relationship was the main strength of the 
therapy. I struggled to find a balance between discussing painful memories and 
leaving Jane in a distressed state at the end of our sessions. I tried to maintain strict 
boundaries, as I was aware that this is very important whilst working "with people who 
were abused as children (Lemma, 2003) but there were times when I found adhering 
to a therapeutic hour very difficult because Jane was very distressed. With hindsight, 
I should have used a trauma inventory at the beginning of therapy to monitor any 
change in Jane’s trauma symptoms.
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Children and Families Case Report Summary
Title: “Cognitive-behavioural therapy integrating some systemic work with a 14- 
year girl presenting with adjustment difficulties following parental separation.”
Referral
Jessica was referred by her paediatrician to a Child and adolescent mental health 
service for family therapy to address her headaches and low mood. The family 
therapist met with the family once and with Jessica and her mother, Francesca, on 
three occasions. Jessica was referred by the family therapist for cognitive- 
behavioural therapy (CBT) to address her depression.
Presenting problem
Jessica presented with headaches, low mood, difficulty concentrating, worry and 
irritability. She was particularly concerned about her headaches and worried about 
her mother’s welfare following parental split-up. As a result of Jessica’s low mood, 
she isolated herself from her peers at school, stopped her previously enjoyable 
activities such as dancing and singing and ruminated constantly about her parents’ 
separation. Jessica felt angry with her father for “letting the family down” and has not 
had any contact with him for the past four months. Her school attendance was poor, 
she struggled to concentrate and her academic performance had deteriorated.
Initial assessment
The assessment was carried out to gather information regarding Jessica’s 
developmental and family history, to conduct a risk assessment and administer two 
outcome measures; Birleson Depression Scale Questionnaire (BDSQ) (Birleson et ah, 
1987) and Spence’s Anxiety Inventory (SCAS) (Spence, 1998). The initial assessment 
revealed that Jessica was clinically depressed, but not anxious.
Initial formulation
Firstly, a CBT model was used to guide Jessica’s formulation. Francesca, suffered 
from depression following a traumatic birth of Jessica’s younger brother, John. It is 
possible that she therefore could not attend to Jessica’s needs when she was a baby.
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John’s diagnosis of Asperger’s syndrome was another significant early experience for 
Jessica as it was likely that the family went through a process of grieving. Jessica was 
genetically predisposed to having depression, as her mother and grandmother had 
depression. Her parent’s separation seemed to be the major precipitating factor in 
Jessica’s depression. Her mother’s adjustment difficulties to the separation seemed to 
contribute. Further, the lack of an apparent physical explanation for her headaches 
maintained her depression. Jessica’s decreasing marks and subsequent worry about 
her academic performance perpetuated her depression. She experienced negative 
automatic thoughts (NATs) such as T cannot concentrate, my grades are falling’, T 
will fail my GCSEs, things will not improve’, T will never feel better’, ‘and ‘No body 
understands and cares for me’. Her core beliefs were: ‘I am unlovable’, ‘Others don’t 
care’ and ‘The world is weird’. Jessica had good social support, enjoyed singing and 
dancing and took Fluoxetine for her depression. The CBT formulation was presented 
diagrammatically. Jessica stated she did not understand this formulation and therefore, 
a Stress vulnerability model for depression in youth (Asamow et al. 2001) was 
employed, identifying stressors and the relationship between her physical symptoms, 
thoughts, feelings and behaviour. Jessica found this conceptualisation of her 
difficulties easier to comprehend.
Intervention
Jessica’s primary goal for therapy was to gain better understanding of her depression 
and the cause of her headaches. She also wished to talk about her parents’ split-up, 
her ambivalent relationship with her father and worries about her mother’s health. 
The first stage of therapy included psychoeducation about the CBT model and 
depression, developing initial formulation and goal setting. The second stage involved 
increasing her pleasurable activities, identifying and challenging her NATs, and 
exploring parental split-up. The third stage included sessions with Francesca and a 
joint session with both parties to improve their communication. Thought diaries were 
used to identify and challenge of Jessica’s NATs and served as a basis for behavioural 
experiments. Exploring her parents’ separation involved exploring Jessica’s narrative 
about her parents’ split-up and its impact on the family’s functioning. We discussed 
the stages of adjustment to divorce (Carter & McGoldrick, 1999) and the tasks 
involved at each stage. We talked about renegotiating family members’ tasks and
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relationships following divorce. Individual sessions with Francesca were concerned 
with exploring family scripts as well as exploring communication patterns between 
the mother and the daughter. This was helpful for understanding the function of 
Jessica’s symptoms.
Reformulation
A systemic framework was adopted to enhance an understanding of Jessica’s 
difficulties. During therapy it transpired that Jessica felt in the middle of her parents’ 
disagreement and worried about remaining loyal to both parents. A three-column 
problem formulation model (Carr, 2000) which sets a problem in context, taking into 
consideration constraining beliefs and narratives about problems and emotions that 
accompany behaviour patterns and confused communication was used to reformulate 
from a systemic perspective and served as a basis for fiirther family therapy.
Outcome
Jessica’s scores on BDSQ and SCAS were reduced by 7 and by 3 respectively. 
Jessica reintroduced pleasurable activities, began socialising more with her fiiends 
and pursued contact with her father. Her school attendance and her grades have 
improved. Communication with her mother has also improved. Jessica wrote me a 
letter commenting on the many positive changes resulting from her therapy; she 
explained that she had felt much happier and less isolated at the end of her therapy.
Critical evaluation
Empirical evidence suggests that an understanding of interactional processes and 
family relationships is important in order to understand depression in youth (Sheeber 
et aL, 2001). This was addressed in Jessica’s therapy and I incorporated both CBT 
and systemic approaches in the treatment of Jessica’s depression. I felt that my 
systemic conceptualisations were useful to inform a further therapeutic work by the 
family therapist. With hindsight however, I could have seen Jessica and Francesca for 
more sessions.
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Learning Disability Case Report Summary
Title: “A cognitive and parenting assessment of a 27 year old woman referred to 
a community team for people with learning disabilities.”
Referral
Ramila, a Muslim woman of Pakistani origin, was referred by her care manager from 
the community team for people with learning disabilities (CTPLD). The referral 
highlighted some concerns raised by Child and Family Services in relation to Ramila’s 
parenting skills. The referrer wished to ascertain whether Ramila had a learning 
disability (LD).
Presenting problem
Ramila experienced difficulties with some aspects of parenting her two daughters. Her 
younger daughter often arrived to nursery unkempt, which concerned the nursery 
staff. The children’s social worker had also raised some concerns with regard to the 
safety of both children. There were no child protection issues at this stage. Ramila 
attended six parenting classes at a local Children and family centre. Ramila did not 
recognise any difficulties with her parenting nor did she believe she had a LD.
Initial assessment
The initial assessment was carried out with Ramila and a social worker to gain 
background information, to understand her concerns and to leam about previous 
interventions. In order to ascertain whether Ramila had a LD, two assessments were 
employed; Wechsler Adult Intelligence Scale III (Wechsler, 1997) and Adaptive 
Behaviour Assessment System II (Harrison & Oakland, 2003). Ramila’s verbal IQ 
fell in the 1®* percentile, which suggests that 99% of the general population would be 
expected to perform better than Ramila on verbal tasks. Ramila’s performance IQ fell 
in the 2"  ^percentile, suggesting that 98% of the general population would be expected 
to perform better than Ramila on performance tasks. Ramila’s full scale IQ fell in the 
percentile, indicating that overall, 99% of the general population is expected to 
perform better. Her score on the working memory index was the lowest among the 
indices, which indicated that her ability to attend to information, hold it briefly in
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memory, mentally process it and respond was significantly impaired. Ramila’s ability 
to understand and use visual information as shown by the Perceptual Organisation 
Index (borderline range) indicated a comparative strength. Ramila’s score on the 
General Adaptive Composite indicated below average level of adaptive functioning. 
In terms of her Conceptual domain skills, Ramila’s score on the Functional 
Academics represented a significant weakness. Ramila’s Self-direction skills 
represented a significant strength. In terms of Social domain skills, Ramila was 
fimctioning in the below average range. Her score on Leisure indicated a significant 
weakness. In terms of her Practical domain skills, Ramila was fimctioning in the 
average range.
Initial formulation
The initial assessment revealed that Ramila had a LD. She showed a poor insight into 
her intellectual fimctioning and it is likely that she overestimated her level of adaptive 
fimctioning. Ramila’s parenting difficulties could be related to her IQ. Results of 
Ramila’s intellectual assessment indicated that she struggled with understanding of 
complex instructions and her ability to understand and interpret information was poor. 
Therefore, it was likely that Ramila found parenting strategies presented to her 
previously, difficult to understand, internalise and put into practice. The assessment 
found that Ramila’s practical judgment, verbal and social reasoning skills were poor. 
This could account for her difficulties with disciplining her children.
Extended assessment
The extended assessment included assessment for potential depression and parenting 
assessment. The Glasgow Depression Scale for people with learning disability (Cuthill 
et al. 2003) was administered to screen for possible depression. Ramila obtained a 
score of 14, which suggested that she might be clinically depressed. Ramila declined 
any help and it could be that she believed that faith and support from her family were 
more important than seeking professional help. In order to assess safety, two 
instruments were used; Tymchuck’s (1990) “Assessment of Emergency Responses” 
and “Parent Manual Assessment” (McGaw, et ah, 1998). Ramila showed severe gaps 
in her knowledge of safety. The area of disciplining was assessed using a “First Step 
to Parenthood” (Young & Strouthos, 1997) manual. Ramila had a limited
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understanding of how to discipline children. The “First Step to Parenthood” 
assessment tool was also used to assess Ramila’s knowledge of children’s nutritional 
needs. Ramila showed gaps in her knowledge of children’s nutritional needs. The 
results of all assessments were fed back to Ramila.
Extended formulation
Although the extended assessment identified explicit gaps in Ramila’s parenting skills 
as stated above, these difficulties were not understood in context. Therefore, a 
Parental skills model (McGaw & Sturmey, 1994) was adopted in an extended 
formulation to help with contextualising Ramila’s parenting difficulties and to identify 
her strengths and weaknesses. The model clearly showed that Ramila had many 
strengths in terms of her practical skills and also had an excellent level of support. 
The majority of the difficulties Ramila experienced in the area of child-care and 
development.
Recommendations
I recommended that Ramila would benefit from psychoeducation about disciplining 
children, nutritional needs of children and safety issues. Ramila should not be 
overloaded with information in one session and her understanding should be 
constantly checked. Presenting information pictorially was also recommended, as 
Ramila’s performance IQ was high comparative to her verbal IQ. It was also 
suggested that Ramila would benefit from being provided with advice about children’s 
developmental stages and their needs at different stages. I further recommended that 
services should focus on Ramila’s strengths and provide “competence-promoting 
support”, encouraging Ramila to feel in control, make decisions and develop her 
skills.
Critical evaluation
I found working with Ramila challenging and finstrating at times, however, I formed a 
good relationship with Ramila and remained flexible in my approach. If I were to 
work with Ramila again, ideally I would feedback the results of the assessment over a 
couple of weeks. I felt that I overwhelmed Ramila in the first feedback session. I 
have learnt that feeding back the results from assessments can be very challenging.
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Older Adults Case Report Summary
Title: Rational emotive behaviour therapy (REBT) informed by psychodynamic 
thinking with an 84-year old man presenting with chronic pain and adjustment 
difficulties to older age.
Referral
Mr Winsted was referred by his staff geriatrician from a day hospital for older adults 
to address concerns in relation to his chronic pain, reduced mobility and adjustment 
problems associated with older age.
Presenting problem
Mr Winsted has had a number of physical problems including arthritis, prostatism, 
spinal stenosis and polymyalgia rheumatica (PMR) for 10 years. As a result of these 
problems, he has experienced chronic pain and some difficulties with personal care. 
Mr Winsted tended to ‘panic’ when his pain was severe and has had numerous 
admissions to hospital for assessment. Mr Winsted did not believe he could control 
his pain and relied on doctors to ‘sort out his chronic pain’. He was socially isolated 
which concerned his two daughters. However, Mr Winsted perceived that his 
daughters “fussed too much” over his welfare and he was coping “fine”. He did not 
perceive that he was depressed, reporting that he felt “annoyed” because of his chronic 
pain and reduced mobility. He also felt frustrated about “being old” and less 
independent.
Initial assessment
The assessment included 3 one hour face-to-face interviews to gain information about 
background history and history of presenting problems and to conduct a risk 
assessment. Initial investigations entailed screening for depression using a “Geriatric 
depression scale” (Yesavage et al, 1983), measuring the intensity of Mr Winsted’s 
pain using a numerical rating scale, learning about his beliefs about pain using a 
“Beliefs about pain questionnaire” (Skevington, 1990) and understanding his coping 
strategies using a “Pain coping strategies questionnaire” (Rosenstiel & Keefe, 1983). 
The assessment revealed that Mr Winsted was not clinically depressed. He believed
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that doctors were powerful and in control of his pain. He used diverting as his main 
coping strategy.
Initial formulation
Mr Winsted presented with many physical health problems, which likely to led to his 
chronic pain. He appeared to struggle with some activities of daily living such as 
bathing due to his PMR. Mr Winsted believed that doctors would sort his pain out, 
indicating low self-efficacy, which was hypothesised to contribute to his feelings of 
helplessness. As a result of his chronic pain, Mr Winsted became less independent 
which he resented and it seemed that he did not adjust to changes in his mobility. He 
believed that receiving help with self-care represents failure. It was also apparent that 
Mr Winsted resented getting older and lacking control over his ageing process. It was 
therefore hypothesised that ageing represented a threat to his identity.
Intervention
Therapeutic interventions included sharing the formulation, psychoeducation about 
chronic pain explaining the Gate control theory, anxiety management (controlled 
breathing and progressive muscle relaxation), pain monitoring, addressing medication 
concordance, explaining the REBT model, identifying and disputing of Mr Winsted’ s 
irrational beliefs to increase his low frustration tolerance and to arrive at more rational 
beliefs about his pain. For instance, Mr Winsted believed that having pain is awful 
and he could not stand it, demanding fairness. This resulted in “unhealthy” emotions 
such as helplessness and annoyance. By disputing his irrational beliefs, we 
collaboratively arrived at the following conceptualisation of pain: ‘Having pain is 
tough and challenging, but it’s not awfiil. I have some control over my pain, I can do 
relaxation or distract myself doing things I enjoy.” This resulted in “healthy” emotions 
and he became more accepting of having pain. Similar techniques were used with Mr 
Winsted’s self-deprecating cognitions around dependency. We also talked about Mr 
Winsted’s understanding of ageing and his potential fears about death.
Reformulation
It appeared that Mr Winsted feared dependency. According to Erikson’s model of 
developmental stages (1968), in late adulthood, older people are faced with a
92
Clinical dossier summary, Vol 1, summaries of clinical case reports
psychological conflict between their ego integrity and ego despair (i.e. facing not 
being). This model can explain why Mr Winsted feared dependency in that the 
dependency represented a threat to his integrity. He also cared for his wife for 5 years 
when she was diagnosed with lung cancer and observed her deterioration and 
becoming increasingly dependent on others. From our sessions, it transpired that Mr 
Winsted found grieving for his wife, who passed away 15 years prior to our work, 
difficult. It seemed that Mr Winsted’s possibly unresolved experiences of the loss of 
his wife could have contributed to his pain. I also began to wonder about the function 
of Mr Winsted’s pain and possible secondary gains which were not considered at the 
time of the initial formulation. It could be hypothesised that one of the secondary 
gains for Mr Winsted’s hospital admissions was increasing the level of his social 
contact.
Outcome
Mr Winsted managed his pain better, and outcome measures indicated that his 
helplessness had decreased and his control over pain had increased. His expectations 
about expert powerful doctors who can control his pain changed and he no longer 
believed that doctors would resolve his pain. Mr Winsted did not “panic” anymore 
when he experienced severe pain and he has not had any admission to hospital for 
over three months. This indicated that he accepted his pain and his frustration 
tolerance had increased. By the end of our work together, his district nurse visited 
him weekly and prompted him with personal care. Also, Mr Winsted had been 
assessed by a day centre and planned to attend the centre twice a week.
Critical evaluation
The strength of my work lied in empowering Mr Winsted to adopt an expert position 
on his pain, rather than remain passive and rely on doctors to control his pain. I 
believe that our therapeutic relationship was an important vehicle for change. Mr 
Winsted felt able to divulge his feelings about the loss of his wife and felt safe to 
explore some of his concerns. I found working with Mr Winsted challenging at times. 
I had to monitor my countertransference carefully and discussed this in supervision.
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ABSTRACT
Objectives: The main objective was to determine whether the community mental 
health team (CMHT) X meets National Institute of Clinical Excellence (NICE) 
guidelines for schizophrenia in the provision of psychological therapies. The 
following areas are examined: information provision about psychological
interventions, current knowledge of cognitive-behavioural therapy (CBT) amongst the 
CHMT X team to determine training needs, interest in further training and finally 
referral and provision of CBT and Family interventions (FI). A further aim is to make 
recommendations to improve service delivery.
Design: a survey of CMHT X members, case notes review and a family therapy 
service referral book review
Participants: Nine CMHT members (82%) responded to the questionnaire, 60 clients 
with schizophrenia were identified from case notes
Outcome measures: A semi-structured questionnaire
Results: From the sample of nine CMHT X members, no team member provides 
clients with a copy of Understanding NICE guidance. Six CMHT X members inform 
clients with schizophrenia about the availability of psychological interventions. Four 
CMHT X members claimed relevant training, seven use CBT in their clinical work 
and 8 report having access to trained staff. Seven CMHT X members are interested 
in further training.
From the sample of 60 clients with schizophrenia, only 9 were recipients of 
psychological therapies; 4 engaged in individual CBT, 4 engaged in group CBT and 1 
engaged in FI.
Conclusions: CMHT X does not meet NICE guidelines for schizophrenia in the 
provision of psychological therapies. Strengths and limitations of the study are 
outlined and recommendations for the service are made.
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INTRODUCTION
This audit reviews whether CMHT X follows NICE guidelines for schizophrenia in 
the provision of psychological therapies. The CMHT X provides care for clients with 
severe mental health problems. The guidelines “Schizophrenia Core interventions in 
the treatment and management of schizophrenia in primary and secondary care” were 
published in December 2002 by NICE. The guidelines state: “psychological 
treatments should be an indispensable part of the treatment options available for 
service users and their families in the effort to promote recovery” (NICE, 2002, pp. 16, 
guideline 1.4.4.). The guidelines also state that CBT should be available for people 
with schizophrenia as a treatment option (guideline 1.4.4.1) and should be particularly 
offered to those who experience persisting psychotic symptoms (guideline 1.4.4.2). 
CBT should be considered to promote clients’ insight and in cases of their poor 
treatment adherence (guidelines 1.4.4.3 and 1.4.4.4). NICE guidelines also 
recommend that in order to generate improvement of psychotic symptoms, an 
adequate course of therapy should be more than 6 months and include more than 10 
planned sessions (guideline 1.4.4.5).
Furthermore, FI should be available to families with clients with schizophrenia who 
live with the service user or have a close contact with the service-user (guideline 
1.4.4.6). The FI should be particularly offered to those who recently relapsed or are at 
risk of relapsing and to those with persisting symptoms (guidelines 1.4.4.7 and 
1.4.4.8). The duration for FI recommended by NICE is longer than 6 months of 
duration and more than 10 treatment sessions (guideline 1.4.4.9).
In addition, NICE state that “clear and intelligible information should be made 
available to service users and their families” (NICE, 2002, pp.6, guideline 1.1.4.2). A 
booklet: “Treating and managing schizophrenia (core interventions). Understanding 
NICE guidance-information for people with schizophrenia, their advocates and carers, 
and the public” is available for distribution to clients and it is included in appendix D 
(pp.34-52) of the guidelines. The booklet outlines the guidelines in a user-friendly 
form and it includes information about what treatments should be made available for 
service users including CBT and FI.
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Literature review
There is a large body of research, which shows that CBT interventions are effective 
for treatment of schizophrenia. Garety, Fowler and Kuipers (2000) argued that CBT 
for psychosis is an effective mode of treatment for reducing the distress of individuals 
caused by symptoms, it increases medication adherence and can help clients to 
understand psychosis, which promotes their active participation in reducing the risk of 
relapse. Chadwick et ah (2000) argued that a group CBT for voices is effective for 
challenging the omnipotence of voices.
Messari and Hallam (2003) were interested in how service users conceptualise CBT 
for psychosis. Their respondents perceived CBT as an educational process, a 
respectful relationship between equals and they valued an opportunity of making 
sense of their psychotic experiences. These views were echoed in the study of Coffey, 
Higgon and Kinnear (2004) in which clients with psychosis expressed their need to 
explore the content and meaning of their voices and stated that they expect community 
psychiatric nurses to facilitate this process.
Kuipers (2006) argued that FI are effective in reducing family stress, increasing 
family problem-solving and coping strategies and reducing the risk of relapse
Aims and objectives
The main objective is to determine whether the CMHT X meets NICE guidelines for 
schizophrenia regarding psychological therapies. The audit aims to look at 7 different 
areas:
• Information provision about psychological interventions
• Degree of current knowledge of CBT
• Training needs
• Interest in further training
• Referral to Family Therapy Service Y
• Provision of FI
• Provision of CBT
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The audit aims to find out whether clients with schizophrenia are provided with the 
booklet about understanding NICE guidance. It will determine the degree of current 
knowledge of CBT amongst the team in order to establish training needs and interest 
in further training. It will find out whether CMHT members routinely refer families 
of clients with a diagnosis of schizophrenia to Family therapy service Y and whether 
families engage in FI. It will determine how many clients with schizophrenia engaged 
in CBT looking at both individual and group cognitive-behavioural treatment options.
In order to achieve these aims/objectives the following research questions will be 
analysed:
Research questions
1) Does the CMHT X  provide clients with a copy o f understanding NICE 
guidance?
2) Does the CMHT X  inform clients with schizophrenia about the availability o f 
psychological interventions?
3) What is the level o f knowledge and relevant training for CBT for psychosis in 
the team?
4) What is a general perception o f the team members about CBTfor psychosis?
5) What is the team's interest in a peer supervision group on CBT for psychosis?
6) Does the CMHT X  refer families o f clients with schizophrenia to Family 
therapy service Y and how many families engage in FI?
7) Does the CMHTXprovide CBT interventions for clients with schizophrenia?
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METHOD
Procedure
The audit was introduced formally at a CMHT team meeting. The researcher 
discussed the purpose and aims of the audit and informed the team about the audit 
timeline.
Three different sources of data were used: clients’ case notes, a referral book at the 
Family therapy service Y (located at another service) and a semi-structured 
questionnaire.
The first step involved identifying all clients with schizophrenia in the CMHT X 
service since 2003 until present. It became apparent that the CMHT X does not 
possess a complete database of clients and their diagnoses; therefore the researcher 
had to review all clients’ case notes since 2003 including current caseload and also 
discharged clients between 2004-2005. This lengthy process finally identified 60 case 
notes of clients with a diagnosis of schizophrenia. The sample consisted of 21 
females and 39 males with 57 clients on the current caseload and 3 clients who were 
discharged from the service due to relocation.
The second source of data involved all referrals received from the CMHT X at the 
Family therapy service Y between 2003-2006. This involved inspecting a book of 
referrals received from all services within the NHS Trust Z to determine how many 
clients were referred by the CMHT X and how many clients and their families 
engaged in FI at the service Y.
Next a semi-structured questionnaire was devised. The questionnaire directly related 
to the research questions stated above and generated by the researcher following the 
research interests of the manager of the CMHT X. Eight questions had a “yes-no” 
format, 2 questions had a “yes-no” format but also invited some commentary, and 2 
questions were open ended (see appendix A). The questionnaire aimed to find out 
about information provision regarding psychological therapies, and to determine the 
respondents’ degree of knowledge about CBT which would then inform the decision
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as to what training is required for the team. All questionnaires were anonymous and 
respondents were not asked about their designation to ensure confidentiality. All raw 
data were stored in a locked filing cabinet and information on the computer was also 
anonymous.
A copy of the semi-structured questionnaire (see appendix A) was distributed t o l l  
members of the CHMT X through internal mail with completion instructions and two 
weeks for its completion. The sample consisted of 5 acute team community 
psychiatric nurses, 2 approved social workers, 1 support worker, 1 counselling 
psychologist, 1 clinical psychologist and 1 psychiatrist. The response rate was 82%, 
which comprised 9 members of the CMHT.
Analysis
All research questions were analysed using frequency counts. With regard to 
reviewing case notes (research question 7), the sample included all clients where a 
formal diagnosis of schizophrenia could be found in case notes. The review focused 
on two categories; those clients who engaged in 1:1 CBT (individual CBT), this 
category was exclusive. The second exclusive category comprised clients with 
schizophrenia who engaged in group CBT.
With regard to reviewing the family referral book at the Family therapy service Y 
(research question 3), the researcher counted a number of clients with schizophrenia 
referred from CMHT X to Family therapy service Y and also counting a number of 
clients who engaged in FI at the service Y.
With regard to the questionnaire, all positive (yes) responses of CMHT members to 
questionnaire items were counted.
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RESULTS
Research question 1
Does the CMHTX provide clients with a copy of understanding NICE guidance?
This research question was analysed through the responses to question 1 of the 
questionnaire.
Research question 2
Does the CMHT X  inform clients with schizophrenia about the availability of 
psychological interventions?
This question was analysed through the responses to questions 3 and 9.
Figure 1: Information provision
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The bar chart shows that no team members give clients a copy of understanding NICE 
guidance, six team members inform their clients with schizophrenia about 
psychological interventions available, and nine team members inform clients about 
group CBT programmes in the day treatment centre (DTC) Z.
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Research question 3
What is the level o f knowledge, support and relevant training for CBTfor psychosis 
in the team?
This research question was examined by analysis of questions 4, 6 and 10 of the 
questionnaire.
Figure 2: Relevant training for CBT, using CBT in clinical practice, access to 
trained staff
A ccess to qualified 
staff for advice and 
support
Using CBT with 
clients
Relevant CBT training
3 4 5 6
no of CMHT members
Figure 2 shows that four team members claimed that they have relevant training to 
deliver CBT interventions, however 7 claimed that they use CBT in their clinical 
work. Eight team members have access to trained staff for advice and support.
Research question 4
What is a general perception of the team members about CBT for psychosis?
This research question was analysed by the team’s responses to questions 5 and 7 of 
the questionnaire. The question 5 “Do you think CBT for psychosis is an effective 
treatment for schizophrenia?” was an open ended question inviting some commentary. 
Five participants believe that CBT is an effective mode of treatment for psychosis. 
Some of the participants’ comments supporting their positive answer were: 
“according to research”, “if therapeutic alliance has been formed”, “as far as evidence
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shows at present”. One participant did not think that CBT is effective for psychosis 
but did not justify his/her answer and two participants were not sure. In relation to the 
question 7: “Do you think your own clients would respond to CBT”, six participants 
thought that their clients would respond to CBT, two participants said no and one was 
unsure. Some of the comments included: “depending on circumstances, generally not 
with schizophrenia”, “some are suitable, some are not”, “yes, most”, “some would, 
perhaps not all”
Research question 5
What is the team^s interest in a peer supervision group on CBTfor psychosis?
This question was examined by analysing question 8 of the questionnaire. Seven 
members were interested in joining a supervision group for psychosis.
Research question 6
Does the CMHT X  refer families of clients with schizophrenia to Family therapy 
service Y and how many clients engage in FI?
This question was analysed through reviewing a referral book at the family therapy 
service Y.
Figure 3: Referrals to Family Therapy Service Y
□  referred to family therapy
□  not referred to family 
therapy___________
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Figure 3 shows that 2 clients and their families were referred to the Family therapy 
service Y. The remaining 58 clients were not referred. However, only 1 client and 
her family engaged in FI.
Research question 7
Does the CMHTXprovide CBT interventions for clients with schizophrenia?
This research question was analysed by reviewing clients’ case notes.
Figure 4: CBT provision
□  Received individual CBT
□  Received group CBT
□  Received no CBT
Figure 4 shows that 4 clients engaged in individual CBT and 4 clients in group CBT. 
The remaining 52 clients with schizophrenia received no CBT input.
DISCUSSION
Overall, results confirm that the CMHT X does not follow NICE guidelines for 
schizophrenia in the provision of psychological therapies. Whilst NICE guidelines 
recommend CBT as a treatment option for schizophrenia, this audit revealed that only 
eight clients engaged in CBT interventions between 2003-2006 and only two referrals 
were made by the service X to Family therapy service Y, whilst 1 family engaged in 
FI. This result could be explained in two different ways. Firstly, the team members 
may not refer clients for psychological interventions. Secondly, clients do not possess
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relevant accessible information to make informed decisions about their interest in 
psychological therapies.
The audit revealed that six CMHT members inform clients about available 
psychological interventions whilst all nine CMHT members inform clients about 
group CBT in the DTC Z. The DTC Z is located in the same building and thus there 
seems to be good awareness by the CMHT members about what group interventions 
for psychosis are available in the DTC. The researcher hypothesises that some 
CMHT members may not be cognisant of what individual CBT for psychosis and 
family interventions entail.
One of the reasons identified by Burbach and Stanbridge (2006) for why NICE 
guidelines are not implemented is a lack of suitable trained staff. This audit revealed 
that 4 CMHT members claimed relevant training in CBT, but 7 used CBT in their 
clinical work. These results suggest that the whole team would benefit fi*om training 
about CBT for psychosis and FI. The clinical psychologist working in the team 
volunteered to set up a peer supervision group for the team in order to disseminate 
knowledge about CBT. Further training and supervision will enable team members to 
identify clients who would benefit fi*om psychological therapies. Although some joint 
assessments with the clinical and counselling psychologist take place in the CMHT X, 
both psychologists only work part-time and it seems essential that team members 
acquire more knowledge about assessing their clients for psychological interventions.
Implication for service delivery and recommendations
It is fundamental in the researcher’s view that the service keeps adequate, accurate and 
up to date records of all clients and their diagnoses, referrals for psychological 
therapies as well as referrals made to other services such as Family Therapy Service.
In order to increase awareness of psychological therapies for clients with 
schizophrenia, it is recommended that at the time of initial assessment clients receive 
the booklet about understanding NICE guidance. The booklet explains the rationale 
of psychological interventions such as CBT and FI and can guide clients in making
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decisions as to whether they might benefit from such interventions. Alternatively, the 
service could produce its own information leaflets based on the booklet.
It is also recommended that the service undertake audit into service users’ interest in 
psychological interventions. Clients who are interested in psychological therapies 
should be then assessed for suitability for CBT and whether they would benefit from 
individual or group CBT. Furthermore, clients and their families interested in FI 
should be routinely referred to Family therapy service.
The audit revealed that there is a need to increase the CMHT members’ awareness of 
evidence-base for CBT and its effectiveness for psychosis. Responses by some 
CMHT members were ambiguous in their perceptions of effectiveness of CBT for 
psychosis; one stated it is not effective and two stated that they are not sure whether 
CBT is effective. If the team’s awareness of the effectiveness of CBT for psychosis is 
increased, the CMHT members are more likely offer CBT interventions to their 
clients.
It is recommended that CMHT members inform their clients with schizophrenia about 
what is on offer in terms of psychological interventions at the time of initial 
assessment or at a later date when clients are more stable. An additional question 
about interest in psychological interventions could be also included in the adult mental 
health assessment form routinely used by the CMHT.
It is recommended that all team members should engage in a peer supervision group 
on CBT for psychosis run by the clinical psychologist working in the CMHT X. The 
audit revealed that 3 CMHT members use CBT interventions in their clinical work 
without being trained in the CBT approach, which is not acceptable. A further 
training in assessment for psychological interventions to increase the likelihood of 
identifying clients suitable for CBT and FI is recommended.
Finally, the researcher proposes that it is essential that the service set their own 
standards regarding psychological therapies, which are specific to the CMHT X, 
against which a regular evaluation of psychological therapies can take place.
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Strengths and limitations of the study
The main strength of this audit is that the gaps in the implementations of NICE 
guidelines were identified and recommendations were made to increase awareness of 
psychological therapies and improve service delivery.
There are also several limitations with this study. The first weakness relates to 
referral and provision of FI. The researcher due to time pressures did not note how 
many clients with schizophrenia actually live with or are in close contact with their 
carer/carers and how many live alone. The researcher analysed the data based on the 
assumption that all 60 clients should have been potentially offered family therapy, 
which could have skewed the results. Future researchers should take this fact into 
consideration.
The second drawback of this study is that the researcher did not employ interviews 
with different professionals but instead used a survey questionnaire. Interviews would 
have provided the researcher with richer data. Although the researcher prompted for 
more elaborate answers on some questions, only few additional comments were made. 
However, interviewing team members could not have ensured anonymity and given 
the sensitive nature of the topic, the researcher opted for the questionnaire.
The third drawback of the study is that the researcher did not follow up whether 
clients have been offered CBT by the CMHT members, but declined the offer. The 
audit did not examine whether this is documented in notes. Future researchers could 
address this issue.
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CONCLUSION
The CMHT X does not meet NICE guidelines in the provision of psychological 
therapies. In terms of information provision, clients do not have written information 
about what psychological treatment options are available. In terms of providing 
psychological therapies, only nine clients with a diagnosis of schizophrenia engaged 
in psychological interventions between 2003-2006. The researcher proposed several 
recommendations as to how to increase awareness of and interest in psychological 
therapies. The audit revealed a gap in knowledge about CBT for psychosis and 
relevant training in CBT amongst CHMT members. Several recommendations were 
proposed to address this issue.
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APPENDICES
Appendix 1 -  A sample questionnaire
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Dear colleagues,
I am a trainee clinical psychologist Jana Jenkins supervised by Amanda Ediriweera. I 
am currently involved in the audit of psychological interventions for clients with 
schizophrenia. My main objective is to And out whether CMHT meets NICE 
guidelines for schizophrenia (2002) regarding the provision of individual CBT, group 
CBT interventions and family therapy. This project has been approved by , an 
audit facilitator for NHS Trust. I hope to feedback the results of my audit to the 
team at the beginning of July.
I  will be very grateful if  you can spare a few minutes to fill in this brief anonymous 
questionnaire 
Many thanks.
and leave it in my pigeonhole by Friday, 26^  ^ o f May at the latest
AUDIT QUESTIONNAIRE
1. Do you provide clients with schizophrenia with a copy of understanding 
NICE guidelines -  information for people with schizophrenia, their advocates 
and carers, and the public’?
Yes □ No O
2. Do you routinely identify clients with schizophrenia who would benefit from 
psychological therapy? Please comment.
Yes o No o
3. When you assess clients with schizophrenia, do you inform them about 
possible psychological interventions (individual CBT, group CBT, family therapy 
available)?
Yes O No O
4. Do you have relevant training to deliver CBT interventions for clients with 
schizophrenia?
Yes □ No □
5. Do you think CBT for psychosis is an effective mode of treatment?
6. Do you use CBT techniques in your work with clients with schizophrenia 
(please specify)?
Yes □ No O
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7. Do you think your own clients would respond to CBT?
8. Would you be interested in joining a peer supervision group on CBT for 
psychosis run for the team?
Yes □ No □
9. Do you inform your clients with schizophrenia about CBT group therapy 
interventions for psychosis in the DTC (e.g. Coping with voices)? Please 
comment.
Yes o No o
10. Do you have access to trained staff (i.e. psychologists or those trained in 
psychosocial interventions) for advice and support regarding your clients with 
schizophrenia?
Yes □ No □
11. Do you routinely refer families of clients with schizophrenia, who frequently 
relapse, to family therapy?
Yes □ No □
Further comments
Thank you.
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Appendix 2 -  Evidence of feedback of results to the CMHT X
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ABSTRACT
Title: Women’s Experiences of the Journey from Anorexia Nervosa (AN) to 
Recovery: An Interpretative Phenomenological Analysis.
Objectives: The main objective was to explore women’s perceptions of their recovery 
process and what recovery from AN means to them.
Method: A retrospective qualitative study using telephone semi-structured interviews. 
Eight women aged 19 to 38 who defined themselves as recovered were recruited from 
‘beat’, the UK charity for people with eating disorders (EDs). Data were analysed 
using Interpretative Phenomenological Analysis (Smith & Osborn, 2003).
Research questions: (1) How do women perceive their journey from AN to recovery? 
(2) What does recovery from AN mean to women?
Results: The women described their recovery process in terms of three superordinate 
categories: (1) Anorexic voice, (2) Resolving dichotomies and (3) Becoming whole 
again. Whilst anorexic, the women were controlled by their AN voice and experienced 
a series of dichotomies. In particular, they described splits between their rational and 
irrational side, their mind and body and their AN cognitions and behaviour. Recovery 
occurred when the AN voice became muted via relationships, which boosted the 
women’s sense of self and when the above dichotomies became resolved.
Conclusion: Full recovery is a multifaceted process, which occurs only when an 
individual resolves a number of dichotomies and becomes whole again. This entails 
merging of both physical and psychological recovery. Clinicians should not therefore 
assume that people with AN are recovered on the basis of their healthy weight. Full 
recovery has multiple meanings for women and thus exploring the meaning and 
expectations of recovery should be incorporated in treatment of people with AN to 
foster change.
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1. INTRODUCTION
The aim of this chapter is to provide a background to the project in terms of definition, 
prevalence and prognosis for AN and to give a brief overview of different theories and 
treatment for AN. The researcher reviewed existing literature on recovery fi*om AN 
and focused on the qualitative research into recovery fi-om AN fi*om the patient’s 
perspective.
1.1. What is AN?
The term AN was first described in 1873 by Lasegue as “L’anorexic hystérique” and 
by Gull in 1874 as “anorexia nervosa” (i.e. nervous loss of appetite). The current 
definition of AN is based on the Diagnostic and Statistical Manual of Mental 
Disorders (DSM IV, American Psychiatric Association, 1994). In order to make the 
diagnosis of AN all four criteria below must be met.
Table 1: The DSM TV (19941 diagnostic criteria for AN
Refusal to maintain body weight at or above a minimally normal weight 
for age and height (i.e. a person weighs less than 85% of what is 
considered normal for their age/height.
Intense fear of gaining weight or becoming fat even though underweight. 
Disturbance in the way in which one’s body, weight or shape is 
experienced or denial of the current low weight.
In post-menarchal females, amenorrhea (the absence of at least three 
consecutive menstrual cycles).
The DSM IV manual distinguishes between two subtypes of AN, the restricting and 
the binge-purge subtype. The former is characterized by restrictive dietary patterns 
with no episodes of bingeing or purging present. The binge-purge subtype involves a 
vicious circle of dietary restriction, binge eating and purging by means of self-induced 
vomiting, laxative and diuretic abuse.
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1.2. Prevalence of AN
Van Hoeken et al. (2003) reported the prevalence of AN in the general population is 
between 0.2-0.9%. Prevalence rates for AN are higher among women than among 
men and it is estimated that 1 out of 250 females and 1 out of 2000 males develops 
AN in the UK (NICE, 2004). Epidemiological studies show that the peak age of onset 
is between 15-19 years of age (Bulik et ah, 2005). However, AN is also present in 
girls as young as 8 or 9 (Lask & Bryant-Waugh, 1986). The occurrence of AN in non- 
Westem population is very low and AN is mainly diagnosed in white women from the 
higher socio-economic classes (Ogden 2003).
AN leads to many medical complications such as osteoporosis and teeth erosion; it 
impacts on women’s reproductive function and leads to changes in the central nervous 
system (Bulik et al., 2005). Steinhausen (2002) reported that people with AN have 
the highest mortality rate among all mental health disorders (5%). The causes of 
death from AN are varied and include suicide, infections, gastrointestinal and 
cardiovascular complications (Herzog et al., 2000).
1.3. Aetiology of AN
Several theories have been proposed over the years. Very brief outlines of the main 
theoretical models are provided as follows.
The psychoanalytic explanations suggest that early experiences play a role in the 
aetiology of AN. Bruch (1973) argued that self-starvation in AN is a struggle for 
autonomy, competence, control and self-respect. According to her theory, AN can 
occur when a child’s needs for independence are not recognised or acknowledged. 
The child consequently experiences inner confusion and perceptual disturbances, 
which manifest in the form of a distorted body image and an all-pervasive sense of 
ineffectiveness. Crisp (1980) argued that AN is a “flight from groAvth”, in other words, 
a subconscious attempt to maintain or return to a pre-pubertal weight and the way of 
coping with fears related to biological maturity and responsibilities.
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According to the cognitive-behavioural model of AN, the behaviour of a person with 
AN has been learned and is maintained by reinforcement (Slade, 1982). Dieting may 
be positively reinforced by feelings of success and attention from others. The fear of 
weight gain is negatively reinforcing and strengthens the dieting behaviour. The 
resultant weight loss gives the person a sense of pride and feeling of being in control. 
Cognitive distortions (e.g. feeling fat despite severe emaciation) further drive patients 
with AN to restrict food and they continue losing weight (Fairbum et ah, 1999).
According to family systems theories, symptoms of AN result from difficulties in 
relationships (Selvini-Palazzoli, 1974). Minuchin et al (1978) proposed that families 
of patients with AN are characterised by rigidity, enmeshment, over-involvement, 
conflict avoidance, blurred boundaries, over protectiveness and excessive control. 
However, there is a lack of empirical support for a ‘typical’ family of the AN sufferer 
(Tozzi et a l, 2002).
Socio-cultural theories emphasise the role of cultural factors, such as idealisation of 
thinness within Western societies which predisposes women to developing AN. 
Theories highlight the importance of social context, the role of women in the Western 
society (Orbach, 1978) and the meaning of size and food (Ogden, 2003).
1.4. Treatment for AN
A wide range of treatments is used for treating AN including pharmacological 
treatment, nutritional counselling, individual, family and group therapies. Studies 
show that the success rate of treatments for AN is poor (Steinhausen, 2002) and the 
treatment dropout rate is high (Eivors et ah, 2003). Treatment is delivered in a variety 
of settings including inpatient, day and outpatient, depending on the severity of AN. 
At present, there is no empirical evidence to support the use of a particular treatment 
setting in terms of patient outcome (Fairbum, 2005).
A variety of therapeutic approaches can be implemented in treatment such as 
cognitive behavioural therapy (CBT), motivational enhancement therapy (MET), and 
also systemic approaches including narrative therapy. The MET has been empirically
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supported as effective (Treasure & Ward 1997). This treatment tends to be more 
successful with AN patients compared to other approaches because it addresses their 
ambivalence and resistance to treatment. The MET is based on Prochaska’s and 
DiClemente’s (1992) transtheoretical model of change. Research has now confirmed 
that the transtheoretical model of change can be applicable to EDs (Blake et al, 
1997). The model identifies different stages of readiness for change: pre­
contemplation (not ready for change), contemplation (thinking about change), 
determination (commitment to making a change) action (active involvement in 
making the change), maintenance (sustaining change) and relapse (returning to a 
previous problem behaviour).
Easier et al (2004) found that treatment engagement was positively correlated with 
contemplation stage and negatively with the pre-contemplation stage. Geller et al. 
(2005) found that readiness to change in terms of the behavioural domains of AN (e.g. 
stopping purging) increased early on in treatment while the readiness to change in 
cognitive domains (e.g. changing attitude towards body shape) occurred much later in 
the treatment. It appears that patients with AN engage in changing their cognitive 
symptoms when they decide for themselves that change is possible and desirable 
(ibid.). Bewell and Carter (2008) found that patients’ readiness to recover is a 
significant predictor of treatment outcome.
Interestingly, Gooblar (2006) found that patients’ ambivalence to change is present in 
all stages of change due to cognitive dissonance. On the one hand, the patient 
acknowledges the importance of eating and reaching healthy weight, whilst on the 
other hand, weight gain results in feelings of discomfort in the sufferer. People with 
AN therefore resist weight gain and feel very anxious about it (Treasure et al, 1995). 
These internal struggles to accept weight gain are understandable because the AN 
served as patients’ main ‘coping’ strategy (Cockell et ah, 2004). Therefore, it is not 
surprising that clinicians regard this client group as very difficult to treat.
De la Rie and colleagues (2008) found that therapists and patients differ in their 
understanding of what constitutes successful treatment. Whilst patients highlighted 
trust in a therapist as the most important criterion, therapists ranked this criterion in
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the seventh place of importance. Furthermore, whilst patients ranked talking about 
eating behaviours as the ninth criterion of importance, (preceded by being taken 
seriously, talking about feelings and thoughts and having treatment that addresses the 
person), therapists identified this criterion in the third place. This shows that patients 
and clinicians have different conceptualisation of ‘good’ treatment and this is likely to 
impact on the patient’s readiness to change.
Research has shown that patients with AN have alexithymia, which refers to their 
inability to recognise an emotion (Schmidt et al, 1993). Therefore, treatment focuses 
on identifying emotions and teaching patients how to manage negative emotions. In 
addition, in treatment of AN, clinicians strive to balance weight restoration with 
improving psychological well-being. The primary focus at the beginning of treatment 
is on increasing patients’ weight to reach a body mass index (BMI) within healthy 
range, i.e. about 20 (Ogden, 2003). This is because they are unlikely to function 
cognitively when their BMI is seriously low, i.e. below 13 (e.g. Kingston et ah, 1996). 
Crisp (1996) suggested that successful treatment is likely to involve a combination of 
weight restoration with psychotherapy. Winston and Webster (2003) argued that 
psychotherapy needs to focus on underlying issues and “attaining normal weight 
should not be seen as an endpoint” (pp.361). They highlight that although weight 
restoration can be achieved relatively quickly, psychological change is much slower.
Clinicians may assume that people with AN have improved psychologically once they 
restored a so called ‘target weight’ (based on healthy BMI) and when they resume 
‘normal’ eating behaviour. In clinical practice, BMI and self-report questionnaires 
such as Beck’s Depression Inventory and Beck’s Anxiety Inventory are utilised in the 
assessment of psychological health. However, assessing psychological health by 
quantitative measures is difficult because it is a subjective construct.
Treasure and Schmidt (2003) maintain that treatment “outcome can he determined 
objectively” (pp.212) because patients’ treatment is effective when their weight loss is 
stopped and there is a reduction in anorexic behaviours. This suggests that the 
outcome is conceptualised in terms of physical rather than psychological indicators.
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Although hospitalisation is generally successful in achieving weight gain, follow-up 
studies indicate high rates of relapse following discharge (Vandereycken, 2003). The 
highest rates of relapse (between 30-75%) were found in the first year after 
hospitalisation (Noordenbos & Seubring, 2006). Fennig et al (2002) pointed out that 
an increasing number of patients with AN are discharged at below their target weight 
and this can explain poor prognosis and high relapse rates. They further contend that 
transition fi-om inpatient to outpatient treatment is very difficult for the patients 
because they lose structure and high levels of support. They concluded that the 
patients need reassurance that their therapy will not be discontinued when their 
symptoms subside. Fennig and colleagues also found that patients with AN who 
managed to recover their previous weight retained disturbed attitudes towards food 
and weight, and continued to be depressed and obsessed with food and weight. This 
indicates that weight restoration does not constitute full recovery.
1.5. Recovery models
Several recovery models have been proposed over the years. The main premise of 
these models is that outcome is not conceptualised in terms of absent symptoms or as 
a cure, but rather as a process, in which a person with mental illness plays an active 
part (Deegan, 1988; Loveland et ah, 2005). The theories below conceptualise 
recovery as a unique process that entails incorporating mental illness into one’s 
identity and gaining control over one’s life. However, this is not a straightforward 
process. Loveland et al. assert: “ ...recovery is a non-linear, ongoing process...relapse 
is part o f the process and not a failure ” (pp.27).
Young and Ensing (1999) interviewed 18 people with psychiatric disabilities and used 
grounded theory to develop a model of the recovery process that included five higher 
order categories: overcoming “stuckness”, discovering and fostering self­
empowerment, learning and self-redefinition, returning to basic fimctioning and 
improving the quality of life. The initial stage of recovering involves acknowledging 
and accepting of one’s illness and also developing the motivation for change. This 
requires finding hope that one would recover. The middle stage of recovering 
involves self-empowerment; in other words, taking personal responsibility and control
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for the recovery process. The final stage of recovering includes improving the quality 
of one’s life and striving to attain an overall sense of well-being. Thus, according to 
Young and Ensing recovery is a process of rediscovering of one’s sense of self, which 
includes acknowledging that mental illness is a part of one’s self-identity. However, 
as they put it, people “reconstruct a stable sense o f self that incorporates illness as 
only one aspect o f a complex multidimensional s e l f  (pp. 8).
Anthony (2000) argued that recovery is a unique and very personal process, which 
involves a person’s renegotiation of feelings, values, goals, attitudes and roles. 
Consequently, recovery entails the development of new meaning and purpose in life 
(ibid.). This view was supported by Jacobson (2001), who also argued that recovery 
is “a unique and subjective process" (pp.248), which entails integrating illness into 
one’s self-concept, learning to manage one’s self and reclaiming the self by taking 
control over one’s life. She poses an important question: “I f  the process o f recovery is 
different for each individual, how can standardised one-size fit  all practices and 
policies facilitate the process in a population o f diverse individuals? ” (pp.250).
Jacobson and Greenley (2001) proposed a conceptual model of recovery in which 
recovery refers to internal factors such as attitudes, experiences and processes of 
change and external conditions such as circumstances, events, policies and recovery- 
oriented services. They contend that a reciprocal interaction between the internal and 
external factors facilitates recovery. The key conditions of recovery include hope, 
empowerment, healing and connection. According to their recovery model, “recovery 
is a profoundly social process” (pp.483), that entails connecting with others and 
finding meaningful roles. They further contend that recovery is better conceptualised 
as a “healingprocess” (pp.483) as opposed to cure and returning to “normal” health 
and functioning.
129
Research Dossier, Vol. 1, Major Research Project -  year 3
1.6. Definition of recovery from AN
The definition of recovery from AN is ambiguous. Some researchers and clinicians 
advocate symptom abatement as necessary for recovery (Pike, 1998; Strober et ah, 
1997) whilst others believe that psychological and social dimensions of change need 
to be equally considered in defining recovery (Jarman & Walsh, 1999; Lamoureux & 
Bottorff, 2005). At present, there is no consensus as to how psychological factors 
should be assessed and comprehensive evaluation of recovery is rare, yet more 
clinically relevant (Jarman & Walsh, 1999). However, Couturier and Lock (2006) 
argued that to evaluate comprehensive recovery is difficult for pragmatic reasons and 
therefore, using criteria for comprehensive recovery (including abatement of 
comorbidity) may not be realistic.
Steinhausen (2002) reviewed 119 studies and found that recovery rates were 
influenced by methodological factors such as recovery duration, methods used to 
evaluate recovery and length of follow-up. He concluded that this makes a 
comparison between different studies difficult. Nevertheless, he reported that 46% of 
people fully recovered, about one third improved partially and 20% remained 
chronically ill over long term. Weight recovery was easier to achieve than 
psychological recovery (recovery of ‘normal’ eating cognitions). The presence of 
other mental health disorders was common at follow-up. Longer duration of the 
follow up and younger age at onset of the illness were associated with better outcome. 
Steinhausen concluded that AN has a poor prognosis and existing data on recovery 
rates should be interpreted with caution because many studies only evaluate 
“physical” recovery (based on weight gain and resumption of menstruation), which 
results in artificially optimistic rates of recovery.
Broadly speaking, the more factors researchers consider in assessing recovery, the 
lower the recovery rate (Steinhausen, 2002). For instance, Saccomani et al. (1998) 
found that when physical indicators for recovery were considered, 79% of patients 
with AN recovered but when psychological criteria (cognitive factors such as attitudes 
towards weight/fbod/body/shape) were included in the definition of recovery, the
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recovery rate was only 49%. This finding accords with several other studies (e.g. 
Eckert et al, 1995; Strober et al., 1997).
Literature suggests that researchers disagree on what constitutes full recovery. For 
example, Strober et al. (1997) defined full recovery as a symptom fi*ee state for eight 
consecutive weeks (i.e. weight is normal, absence of compensation behaviour such as 
vomiting, excessive movement, laxatives, no negative attitudes towards weight and 
absence of weight phobia). He argued that once full recovery is achieved, the rate of 
relapse becomes low. Kordy et al (2002) on the other hand suggested that recovery 
should entail a 1-year period of symptom fi-ee state. Pike (1998) proposed that 
recovery from AN could be defined as an absence of symptoms and when the risk of 
symptoms returning is no greater than that of the general population.
Bachner-Melman et al (2006) investigated the implications of including or excluding 
cognitive criteria (i.e. a lack of body image distortions, a lack of fear of weight gain 
and the absence of vigilance over eating for weight control purposes) of AN in the 
definition of "full recovery". They compared women who recovered behaviourally 
(‘normal’ eating, absence of purging and vomiting) but not cognitively with women 
who recovered only behaviourally or cognitively with controls. They found that only 
those who recovered behaviourally and cognitively scored similarly to controls on 
different measures. Bachner-Melman et al concluded that cognitive criteria should be 
therefore incorporated in measuring recovery.
The length of time for full recovery was suggested to be 7-10 years (Herzog et al, 
1999). Cockell et al (2004) argued that recovery fi-om AN is lengthy and “bumpy” 
because it involves learning new ways of thinking and behaving in relation to eating, 
addressing underlying core issues leading to developing AN and learning new coping 
strategies to replace using AN as a coping mechanism. They found that people who 
managed to maintain changes after their discharge had realistic expectations about 
recovery and acknowledged that new ways of coping must be practiced over a period 
of time.
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It is important to acknowledge that AN epitomises a complex clinical picture with 
medical and psychiatric comorbidity such as alcohol abuse and mood disorders
(Steinhausen, 2002). The co-morbid issues complicate the already variable and
unpredictable course of recovery from AN (ibid.). Steinhausen (2002) argued that the 
reduction of comorbidity is also important to consider in defining recovery. Crane et 
al, (2007) found that co-morbid anxiety disorders such as obsessive-compulsive 
disorder were predictors of negative outcome in EDs, indicating that co-morbidity 
may hinder the process of recovery from EDs.
1.7. Previous qualitative research into recovery from AN
Maine (1985) interviewed 25 self-defined recovered people from AN in the USA and 
examined their views on what facilitated their recovery from AN. Maine used a 
thematic content analysis and the emergent themes included having positive 
therapeutic relationships, adaptation to and acceptance of family problems and the 
process of self-acceptance. Maine concluded that recovery relied very little on formal 
treatment approaches and that relationships within patients’ daily lives, based on 
unconditional acceptance, were the most influential in their recovery. Maine argued 
that recovery was precipitated by realising the impact of AN on their families. 
Personal responsibility and self-motivation were viewed as integral parts of recovery. 
Having control over the therapeutic process and pacing of treatment was particularly 
important in facilitating recovery for participants in this study.
Beresin et al (1989) interviewed 13 self-defined recovered American women about 
their recovery experiences of AN. Women were asked to rate their experiences of 
treatment and to rank in order the five most helpful and harmful treatment related and 
non-treatment experiences of their recovering process. The researchers calculated 
global ratings based on five subscales: eating behaviours, eating attitudes, social 
involvement, sexual activity/maturity and separation from the family. They scored 
each subscale as: l=normal range, 2=minimal impairment, 3=moderate impairment 
and 4=severe impairment. The researchers then established global ratings by 
averaging the 5 subscale scores.
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Most women defined recovery as self-acceptance and being able to trust their feelings 
and judgment. All women attributed the AN to family conflicts. They reported being 
trapped in enmeshed, overly protective and rigid family systems. Beresin et al. found 
that 50% of women believed that full recovery from AN is not possible comparing AN 
to alcoholism in that both are life-long illnesses that need to be controlled. The other 
half of participants believed that full recovery from AN is possible. Many women 
continued experiencing intrusive, obsessive thoughts about food and weight long after 
their eating was normalised and their body image was the last to change. They also 
reported that their fragile self-esteem and sensitivity to rejection persisted. Many 
women reported that events, people and processes outside therapy were the most 
influential in their recovery. Connecting with people who recovered was helpful to 
foster the hope that recovery is possible. The hallmark of change was “lightening up” 
and gaining ability to tolerate anger and resentment. Beresin and colleagues proposed: 
“the process o f recovering from anorexia nervosa requires the resolution o f  
pathological object relations^ and this can be only accomplished in the context o f a 
human relationship (pp. 127).
The only qualitative UK study to date to my knowledge on the subject in question was 
conducted by Hsu et al. (1992). They used a descriptive approach of recovery and 
interviewed 6 recovered women 20 years after the onset of their illness. The most 
common reported factors related to recovery from AN were having a positive 
therapeutic relationship, personal strength, will power, religious faith, self-confidence, 
being fed up with the illness, being ready and feeling understood. Whilst, Hsu et al. 
did not provide details of their data analysis nor did they provide an adequate 
explanation of participants’ recovery process, they acknowledged that their approach 
was subjective, anecdotal, retrospective and uncontrolled but wished to fill a gap in 
the literature at the time.
Garrett (1997) conducted a phenomenological study in Australia with 32 former AN 
sufferers who were at various stages of recovery (the majority of her participants 
considered themselves as fully recovered). Garrett asked her participants to define
* A product of both, the actual relationship with carers and the distortions of that object relationship 
(objects refer to important people in our lives in psychodynamic terminology) brought about by 
unconscious fantasy (Howard, 2006).
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recovery, describe stages of recovery and explain factors influencing their recovery. 
She analysed her data using a detailed coding system. The results indicated that 
although the participants believed that they would never return to self-starvation they 
conceptualised recovery as an ongoing process. Some participants avoided using the 
word “recovery” altogether because it suggested finality and closure and this did not 
fit with their conceptualisations of recovery. Participants in this study proposed that 
recovery cannot be evaluated exclusively by ‘clinical criteria’. They proposed that 
spirituality, abandoning obsession with food and weight, having a sense that their lives 
were meaningful and believing that they were worthwhile represented the important 
factors in their recovery. The participants felt that support fi-om family and fnends 
was the most helpful in sustaining their recovery. Many felt that their treatment was 
not helpful in facilitating recovery.
Pettersen and Rosenvinge (2002) recruited 48 Norwegian women who had an ED for 
at least three years and received professional treatment. The authors coded 
participants’ responses to examine what factors promoted their recovery and what 
recovery meant to them. The women identified that the first step in their recovery 
process was admitting having an ED, which often took several years. Their reasons to 
recover included preventing the ED fi-om dominating their lives, escaping from 
medical and social consequences of having ED and being “fed-up” -with having the 
ED. A turning point for many women was reaching a point of crisis when they 
experienced severe ED symptoms. They regarded having therapy as positive when 
their relationship with a therapist was based on support, empathy, respect and the 
therapist saw them “beyond” their symptoms. A positive treatment experience was 
also related to feeling ready and motivated to change. Meeting other sufferers and 
women who have recovered was beneficial for their recovery. Positive life events, 
which involved having emotional and practical support provided by partners, fi-iends 
or parents, getting a stable job, having children and continuing education was also 
helpful for their recovery. Women in this study also reported that recovery meant the 
following: self-acceptance, body acceptance, stopping using food as a means of 
‘resolving’ problems, feeling that life has a purpose, fulfilling own potential and not 
just conforming to expectations of others, having less anxiety and depression, being in 
touch vdth emotions and having good social functioning.
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It is important to note that many women defined themselves as recovered whilst 
retaining some ED symptoms and disturbing eating patterns. This suggests that 
patients’ notion of recovery is different from that of clinicians who consider people to 
be recovered only when their symptoms are absent. Pettersen and Rosenvinge (2002) 
highlighted the importance of timing of treatment and concluded that “the earlier the 
better” strategy may not be applicable to this client group because patients have to 
first acknowledge that AN is dangerous in order to engage in their treatment. They 
further proposed that clinicians fail to consider that people vary in terms of eating 
habits, perception of body image, self-esteem and control and hence that making 
implicit assumptions of “normality” results in unrealistic expectations in relation to 
symptom absence (ibid). They assert: “symptom reduction may not stand out as a 
goal per se, but rather as a means to accomplish more functional personal relations, 
thinking, and problem solving strategies” (pp.69). The authors cautioned that a 
clinical judgement of treatment for AN is prone to a fundamental attribution error, 
which attributes treatment success to a treatment and treatment failure to a client’s 
resistance, ambivalence and “manipulation”.
D’Abundo and Chally (2004) investigated women’s perspectives on battling an ED in 
the USA. They recruited 17 women who had recovered from their ED or were in the 
process of recovering from the ED (this distinction was based on the women’s 
definition). The authors utilised the grounded theory by Glaser and Strauss, (1967) to 
develop a “Circle of acceptance model”, which entailed acceptance of the disease, 
spirituality and relationships as necessary for recovery. The interaction of these 
acceptance aspects contributes to the individual’s sense of worth. The acceptance of 
the disease was highlighted as a critical event by many participants and involved the 
recognition of the negative consequences of having the ED. Spirituality involved 
having hope, trusting God and having a purpose in life. A relationship with a special 
person (boyfriend, significant other or a family member) was regarded as more 
important for recovery than a relationship with a therapist. This is in line with Beresin 
et aVs (1989) findings. Having control over weight gain was also perceived as 
helpful for recovery. Participants described recovery as a continuous struggle and 
only a few believed they had fully recovered despite restoring their weight. 
D’Abundo and Chally (2004) argued: “health professionals must recognise that
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meeting the diagnostic criteria for recovery does not mean that the patient is cured” 
(pp. 1104). This supports the view of Pettersen and Rosenvinge (2002).
Lamoureux and Bottorff (2005) used grounded theory (Strauss & Corbin, 1998) to 
investigate the views of 9 women who considered themselves as recovered, about 
their definition of recovery from AN in Canada. For women in the study, recovery 
was not a naturally occurring developmental process, but a conscious process which 
entailed rediscovery of self and deliberate challenging of thought processes. The most 
important process of recovery was captured by the main category “Becoming the real 
me” which entailed: (1) seeing the dangers (gaining insight into AN) (2) inching away 
from anorexia (forming an identity separate from AN), (3) tolerating exposure without 
anorexia, (4) gaining perspective by changing the anorexia mindset and (5) 
discovering and reclaiming the self as “good enough”. Recovery began slowly and 
was characterised by “forward and backward struggles”. The first step was becoming 
aware of the dangers of the illness. Gaining insights was considered important because 
it promoted hope that recovery is possible. Recovery progress was slow and depended 
on whether the women had supportive people whom they could trust in their lives. 
They slowly began to form an identity separate from AN. Learning to trust others was 
important at the beginning of women’s recovery. Tolerating vulnerability was crucial 
for sustaining progress. Most women struggled with weight-gain because their self­
definition relied on being thin. The anorexia mindset (e.g. misperceptions that food 
would make them fat, that gaining weight meant obesity and less worthy and 
disciplined) compromised their recovery. When the women began to challenge their 
misconceptions about AN being the only means of control/identity/self-worth and 
changed their exclusive focus on body/weight to other areas of life, the anorexia 
mindset began to shift. The last stage of recovery was discovering that they were 
“good enough ” and did not have to rely solely on their appearance because they had 
value “as they were”. The women in this study considered themselves as recovered 
only when they felt in control of AN and no longer identified AN as a part of their 
identity which contradicts the view of Young and Ensing (1999).
Weaver et al (2005) employed grounded theory (Glaser & Strauss, 1967) to capture 
the experiences of 12 Canadian women who considered themselves as recovered or
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recovering from AN. The researchers developed a “Theory of self-development” 
from perilous self-soothing to informed self-care. In perilous self-soothing, women 
struggled with not knowing their identity and place in society. AN served as a means 
of attaining goals of recognition and acceptance and negotiating difficult transitions. 
A turning point occurred when the women “found themselves” and switched from 
perilous self-soothing to informed self-care. However, for each woman, self­
development was a unique journey and involved a host of unique changes. The 
women reported that they felt the most supported when others listened and 
acknowledged their suffering rather than responded with their own preconceived ideas 
about the women’s needs. They struggled to recover in cases when family members 
did not acknowledge culpability in maintaining their AN. The majority of women in 
Weaver’s study reported that they disliked treatment because they found it traumatic.
Noordenbos and Seubring (2006) examined whether ex-patients (40 women and one 
man who were in recovery/recovered) and therapists (57 in total) agreed on what 
constitutes recovery from EDs, mostly AN, in Norway. They compiled 52 possible 
criteria for recovery from the literature on EDs. There were nine criteria concerned 
with eating behaviour (e.g. eats three meals a day, no binges, does not use laxatives, 
does not exercise excessively). Five criteria concerned body experience (e.g. does not 
feel too fat, accepts her appearance, is not obsessed with food and weight). Another 
group of sixteen criteria were somatic (e.g. weight is normal for age and height, 
weight is stable for 4 weeks, has her monthly periods, electrolytes are normal). Eight 
criteria were psychological (e.g. has adequate self-esteem, self-esteem is no longer 
dependent on weight, can concentrate well). A further nine criteria were emotional 
(e.g. is not depressed, is able to express her emotions, is able to handle negative 
emotions) and finally, five criteria were social (e.g. participates in social activities, has 
some fiiends, has an intimate relationship). Noordenbos and Seubring asked ex­
patients and therapists which criteria for recovery from AN were important to them. 
They found a high degree of consensus between therapists and ex-patients with less 
then 10% differences in relation to 34 criteria. The authors concluded that it is 
important to consider all the above criteria in order “to realise full recovery and to 
prevent relapse” (pp.41).
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Nilsson and Hâgglôf (2006) interviewed 68 women in Sweden, 16 years after their 
initial assessment to identify what they perceived to be important factors in their 
recovery process. They employed a content analysis methodology. The authors found 
that the recognition of the severity of the illness was the starting point of the women’s 
recovery. Out of 68 women, 10 women did not recover and these women continued 
searching for different things that would promote their recovery. They believed that 
relationship difficulties maintained their ED. Those who recovered felt that having 
support from friends and family, being able to make their own decisions and having 
treatment were influential in their recovery. Nilsson and Hâgglôf concluded that these 
‘outside’ influences were important at the beginning of women’s recovery and inner 
strengths and personal decisions were particularly important in the middle stages of 
recovery.
Offord et al. (2006) interviewed 7 young people from the UK about their views of 
receiving inpatient treatment and their experiences of discharge. The researchers used 
an IP A to analyse their data and found that participants perceived their recovering 
process was hindered when they were not treated as unique individuals in distress but 
rather as ‘another anorexic’. The participants commented that staff made assumptions 
about their behaviours and feelings. This was perceived as patronising and very 
unhelpful for young people’s recovery. The participants suggested that a genuinely 
holistic approach, one in which treatment does not focus predominantly on weight and 
eating, but addresses wider issues was helpful for recovery. Offord and colleagues 
concluded that physical recovery was prioritised over psychological recovery.
Granek (2007) interviewed 5 Canadian women who self defined themselves as 
recovered about their experiences of having AN. Granek employed grounded theory 
(Glaser and Strauss, 1967) to analyse the women’s transcripts. She argued that AN is 
“a relational process that involves a maladaptive desire for se lf worth ” (pp.363) and 
that the recovery entails “reconceptualisation o f what defines a good and worthy 
person” (pp.375). Granek asserted that finding new intrinsic sources of self-worth is 
facilitated by relationships based on trust and unconditional support. She also 
contended that therapy should therefore focus on ways of building self-worth and 
advocated that clinicians need to think about taking a different approach to recovery.
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She concluded that treatment often fails because it is based on the individual’s 
pathology and a treatment’s success is measured exclusively by weight gain, which 
excludes the context in which AN develops. Granek advocated that having close 
relationships is an important aspect of recovery, which resonates with the findings of 
previously mentioned studies.
1.8, Summary of previous qualitative research
The literature review provided compelling evidence to suggest that subjective views 
on recovery differ fi-om ‘objective’ views of recovery, according to which absent 
symptomology, healthy BMI and ‘giving up’ anorexic behaviours means that one is 
recovered. It is apparent that patients’ conceptualisation of recovery is more complex 
compared to what clinicians understand by recovery. It seems that patients perceive 
that clinical criteria for recovery underplay the importance of psychological factors 
such as self-acceptance and self-awareness, feeling worthy and good enough. In 
addition, previous qualitative studies draw attention to recovery being a relational 
process that occurs in the context of close and supportive relationships. Many authors 
found that treatment did not facilitate recovery, which indicates that processes outside 
therapy play an important part in recovery. Cognitive factors such as stopping 
obsessing about food and weight were also highlighted as important for recovery.
1.9. Rationale for the study
Recovery from AN remains a contentious area of research. Recovery rates have not 
improved despite many developments in treatment and research on treatment 
effectiveness (Eckert et al., 1995) and clinicians struggle to support people in their 
recovery process (Jarman & Walsh, 1999). Given the high mortality rate and the lack 
of understanding in terms of prognosis, enhancing the patient’s understanding of 
recovery has important clinical implications.
Apart from Hsu et aVs (1992) study, all other studies reviewed in this chapter were 
carried out in USA, Canada, Norway, Sweden and Australia. Hardin (2003) argued 
that accounts of recovery are likely to be influenced by the social and cultural context
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of AN. Lamoureux and Bottorff (2005) suggested that studies in different countries 
are needed in order to establish whether women share similar experiences cross- 
culturally.
A number of controversies were highlighted. It is evident that researchers and 
clinicians cannot reach consensus on which criteria should be used in assessing 
recovery. Quantitative outcome measures are insufficient in understanding qualitative 
changes in the individual’s journey to recovery (Jarman & Walsh, 1999; Lamoureux 
& Bottorff, 2005). Therefore, using qualitative research methods is well suited for 
exploring the individual’s process of recovery.
Jarman and Walsh (1999) argued that clients’ and clinicians’ conceptualisation of EDs 
is likely to differ and hence they may hold different views about the meaning of 
recovery. Pettersen and Rosenvinge (2002) argued that investigating patients’ 
opinions about their own recovery is likely to enhance clinicians’ understanding of 
recovery. Do patients with AN and clinicians share the same conceptualisation of 
recovery? This is important to explore further because potentially discrepant goals 
impact on treatment effectiveness and on the patient’s readiness to change.
1.10, Objectives of the study
The majority of previous research applies objective and quantitative criterion for 
understanding recovery. In contrast, a few studies have explored recovery from the 
patient’s perspective using qualitative methods. Apart from Hsu et a l’s (1992) 
descriptive study, other studies about people’ s perceptions of recovery from AN to 
date did not involve participants from the UK nor have they located the participants’ 
own experiences within the context of contemporary debates about the nature of 
recovery in the UK. In light of this, the objectives of the present study were as 
follows:
i) To explore women’s perceptions of their recovery process looking at the 
notion of recovery as a process rather than an outcome.
ii) To explore what being recovered means to women.
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iii) To explore what factors facilitate and hinder the recovery process.
iv) To gain a better understanding of the stages of recovery from AN.
v) To explore whether women agree with clinicians’ conceptualisation of 
recovery.
1.11. Research questions
The following two research questions vdll be examined:
1. How do women perceive their journey from AN to recovery?
2. What does recovery from AN mean to women?
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2. M ETHODOLOGY
This chapter describes the study’s design, provides a rationale for choosing an 
appropriate qualitative methodology and reflection on assumptions made by the 
researcher. The interview schedule and study’s procedure including recruitment and 
analysis are described. Ethical considerations are discussed and the study is evaluated 
in terms of its credibility.
2.1. Design
The study involved a qualitative design with in depth semi-structured interviews being 
carried out with 8 women who had received a diagnosis of AN. The data was analysed 
using Interpretative Phenomenological Analysis (IPA, Smith & Osborn, 2003). IPA is 
a qualitative methodology that explores in detail participants’ views on different 
phenomena (ibid.). IPA as its name implies is phenomenological; in other words, this 
approach is concerned with people’s perceptions of events and behaviours (Smith & 
Osborn, 2003). Willig (2001) contends that “what matters to IPA is how participants 
experience the situation or event” (pp.66) rather than whether participants’ perception 
of events is true or false. It is also interpretative in that the researcher engages in the 
interpretative relationship with the transcript (ibid.). The interpretation of transcripts is 
however dependent on the researcher’s own assumptions and conceptions about the 
topic in question (ibid.). Willig (2001) argues that these assumptions “are not seen as 
‘biases’ to be eliminated; instead, they are seen as a necessary precondition for 
making sense o f another person’s experience ” (pp.66). Thus, the researcher may not 
represent what other people are thinking about the subject in question completely, but 
can certainly aim to get as close as possible to participants’ understanding of the 
researched phenomenon (Smith & Osbom, 2003). IPA is based on symbolic 
interactionism ideas, according to which people attribute meanings to events (Smith, 
1996), however, “those meanings are only obtained through a process o f  
interpretation ” (pp. 263) and result from social interactions.
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2.1.1. The rationale for choosing IPA
chose IP A because I aimed to make sense of women’s experiences of recovery and 
capture qualitative changes in their journey to recovery (i.e. process). Smith and 
Osbom (2003) argue that IPA is well suited when the researcher is concerned with 
capturing a process and complexity. However, I also examined several other 
qualitative methodologies.
I considered a thematic analysis in which themes and clusters are identified, however, 
the thematic analysis does not take into consideration the impact of the researcher’s 
own beliefs and thus omits refiexivity (Dallos & Vetere, 2005). I believed that this 
would not be an appropriate methodology because I considered refiexivity to be very 
important in my research given that I have had a personal experience of AN.
I further considered using grounded theory; however, the aim of grounded theory is to 
develop a theory (Glaser & Strauss, 1967), whereas my aim was to capture the 
recovery process. Grounded theory aims to explore social processes, which describe 
phenomena and is suitable when the researcher is interested in addressing sociological 
rather than psychological research questions (Willig, 2001).
2.1.2. My assumptions as a researcher
In IPA, the researcher engages in self-refiexivity and explores how his/her beliefs and 
assumptions influence and potentially bias the research process (Dallos & Vetere, 
2005). I am a White, British (bom in Slovakia), 40-year old female trainee clinical 
psychologist. I have a history of AN; I was diagnosed with AN in 1984 in Slovakia 
and recovered 21 years ago. I have not experienced any relapses since. I had a brief 
inpatient treatment (5 weeks) on a medical ward, which involved increasing my food 
intake to reach healthy weight. I did not receive psychological therapy for AN. I had 
follow up appointments with a psychiatrist for a few months after being discharged.
The first person is used in sections 2.1.1 and 2.1.2 to facilitate refiexivity
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I thought about how my prior personal experiences of AN could influence my analytic 
stance perhaps focusing too much on certain aspects that were personally meaningful, 
leading to potential interpretative biases. My positioning was discussed with my 
supervisor. We talked about the importance of being aware of any preconceptions that 
I may bring to the research endeavour. For example, the fact that I felt that my 
treatment was rushed and focused on weight gain; that I have not been treated in a 
specialised eating disorder unit and that my experiences of treatment were from a 
different country. I believe that my awareness of these issues from the outset has 
enabled me to monitor how my assumptions may impact upon the analytic process^.
I have worked therapeutically with two clients with AN up to date; however, I have 
never worked in a specialised ED establishment. Nevertheless, I witnessed discussions 
among professionals about this client group being notoriously difficult to engage and 
treat. Therefore, I noted a degree of helplessness regarding treatment of people with 
AN within teams during and prior to my training and observed that some professionals 
attributed blame to their patients when treatment was not successful.
I believe that full recovery from AN, for many, albeit not all people is possible. I also 
think that different people have different explanations for their recovery and some 
people believe that they will be always recovering.
I would describe my orientation as cognitive-behavioural and systemic. 
Consequently, I am likely to focus on wider systemic issues as opposed to perceiving 
AN as a problem to be located within the person. I think that I am also inclined to 
focus on process as opposed to content. By the same token, I might pay attention to 
cognitive distortions and make some links between women’s cognitions and 
behaviour.
" Refiexivity is explored further in Appendix 10.
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2.1.3. Assumptions of the study
Several assumptions have been made in this study. Firstly, it is taken at face value 
that women who consider themselves as recovered are in fact recovered from AN. 
The researcher deliberately did not ask the women about their weight and height 
because she felt that calculating a BMI would not provide her with data reflecting 
‘objective’ recovery. However, I would like the reader to note that although the 
researcher did not ask about the participants’ target weight, they talked about reaching 
target weight in their interviews and this information was incorporated in table 2 
(demographic characteristics of participants, pp. 149). Therefore, another assumption 
the researcher has made (based on the extensive literature review) is that a healthy 
BMI does not ‘guarantee’ that a person recovered from AN. Thus, definition of 
recovery in this study is based on women’s self-perception (i.e. subjective recovery) 
rather than their BMI or absent symptomology.
Secondly, only women who received treatment for AN were included in the study, 
making an assumption that treatment contributed to their recovery. Thirdly, it is 
assumed that the experience of recovery from AN is unique, regardless of the types of 
treatment or duration of the treatment received. However, despite this, some common 
threads to the recovery process would emerge. Fourthly, it is assumed that relapse 
(the recurrence of anorexic symptoms, which had been previously reduced or 
alleviated) is a part of the phenomenon of the recovery experience and recovery is not 
a linear process (Loveland et al., 2005).
2.2. Interview schedule
The majority of IPA studies use semi-structured interviews to ensure flexibility and 
allow for probing of important and interesting issues during an interview process 
(Smith & Osbom, 2003). This can produce richer data and also facilitates rapport 
with interviewees (ibid.). The constmction of interview questions was guided by 
previous research on the subject and guidelines of Smith and Osbom (2003) were 
followed. In addition, the researcher also discussed the interview schedule with her 
research supervisor. The interview schedule was based on three areas of enquiry. The
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first concerned AN history and diagnosis. The second area was related to treatment. 
These two areas were explored to gain contextual information from the participants 
with regard to recovery. The third, most sensitive area, concerned questions about 
recovery experience and its meaning for the participants. Smith and Osbom (2003) 
suggested that the most sensitive areas should be explored when a good rapport with 
participants is established. Therefore, questions regarding recovery were included in 
the second part of the interview. Prompts were used to elaborate on participants’ 
initial responses. The first interview was treated as a pilot interview. However, as no 
need for additional areas for questioning was apparent after this interview, the 
interview transcript of the first participant is included in the analysis. The interview 
schedule is included in appendix 1.
2.3. Ethical issues
2.3.1. Ethical approval
The project required an ethical approval from the University of Surrey (participants'^ 
were recmited from ‘beat’; see e-mail from their research officer, appendix 2). The 
researcher’s original proposal, in which she proposed to conduct telephone interviews, 
was rejected by the committee because of their concems about the sensitive nature of 
the research. The committee suggested face-to-face interviews. However, the 
researcher was not able to find her sample within a reasonable geographical area, and 
therefore, she approached the committee for reconsideration, quoting previous 
research that implemented telephone interviews (see appendix 2, correspondence with 
the committee). The amended protocol was accepted; ethical approval was granted by 
the University of Surrey Ethics Committee (see appendix 2 for the letter of approval, 
dated July 2007).
Participants are described in the section 2.4.
146
Research Dossier, Vol.l, Major Research Project -  year 3
2.3.2. Ethical considerations
All participants were interviewed by telephone because they lived a considerable 
distance from the researcher’s home. Telephone interviews are increasingly used in 
qualitative research because of its many advantages such as cost-efficiency and 
logistical simplicity (Breakwell et ah, 2006; Rohde et ah, 1997). Research indicates 
that telephone interviews appear to yield similar data to face-to-face interviews 
despite their inability to capture non-verbal language (Breakwell et ah, 2006). Rohde 
et ah (1997) compared telephone and face-to-face interviews and found that using 
telephone interviews is justified with axis I and II disorders supporting the validity of 
telephone interviews for people with AN. Lamoureux and Bottorff (2005)^ also 
employed telephone interviews researching recovery from AN and used a similar 
interview schedule to the present study.
All participants were informed about the aims of the study and invited to participate. 
Prior to engaging with each participant, they submitted their informed consent to 
participate in this study. All participants were informed about their right to withdraw 
from the study at any point. The researcher informed all participants that if they 
become distressed, the interview would be terminated immediately. The researcher 
proposed that in the unlikely event of this occurring, the participant would be 
encouraged to seek further support (e.g. the participant contacts their GP and/or beat’s 
helpline). The researcher also stated that confidentiality will be broken if the 
participant discloses being at risk of harming herself and/or others. All participants 
were aware that the researcher would need to inform appropriate professionals in 
order to safeguard the participant and relevant others. The researcher thus 
acknowledged having “ethical responsibilities towards the respondent” (Smith & 
Osbom, 2003, pp.63) and also monitored the impact of the interview on her 
participants.
This study was described in the introduction section on pp. 136
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2.4 Participants
IP A studies are generally carried out with small homogenous samples (Smith & 
Osbom, 2003). Fifteen participants were originally recmited fi*om ‘beat’. However, 
only 8 participants’ transcripts were analysed because the remaining 7 women defined 
themselves to be in recovery^. Thus, the study included female participants over 18 
who were formally diagnosed with AN by mental health professionals, received 
treatment for AN, and considered themselves as recovered from AN since 2000. Male 
participants, those who were not formally diagnosed with AN, did not receive 
treatment for AN, those who defined themselves to be “in recovery” and also those 
who had recovered before 2000 were excluded from the study to ensure that the 
sample was as homogenous as possible. Participants’ demographic characteristics are 
presented on the following page. This information was gained by e-mailing a brief 
questionnaire to participants prior to interviews (see appendix 3). As mentioned 
previously, the question about target weight was not included in the questionnaire; 
nevertheless, because participants talked about reaching target weight in their 
interviews, this information also features in the table on the next page.
^Note that this project was resubmitted. The examiners requested that the researcher removes 
those women who said that they were “in recovery” to make a sample more homogenous. The 
appendices related to the participants’ demographics, beat’s advertisement, feedback to the 
participants, are those from the original study involving 15 participants. This is explained 
further on page 193 (Appendices)
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Participants ranged in age from 19 to 38 years. All participants were of White British 
origin. One participant lived in Wales and the rest of the participants lived in 
England. Three participants were students, 1 was on maternity leave and 4 
participants were in a full time employment. Two participants were married and 6 
were single. Participants’ average rate of recovery was 6.3 years, ranging from 2 to 
15 years^. All participants reported reaching their target weight* in their interviews. 
All participants also received treatment for AN; seven women had a specialist ED 
treatment. Six women also had a private treatment (psychotherapy/nutritional 
counselling).
2.5. Procedure
2.5.1. Recruitment process
Participants were recruited from ‘beat’ and the recruitment was twofold; the first, via 
beat’s research database, the second, via placing an advertisement on the beat’s web 
page (see Appendix 4). The following steps were undertaken in relation to the first 
recruitment route:
1. A copy of the research protocol and evidence of the ethical approval from 
University of Surrey was sent to a research officer from ‘beat’.
2. The research officer e-mailed an invitation letter and information sheet (see 
appendix 5) to potential participants who fulfilled the research’s inclusion 
criteria.
3. Those who were interested in taking part in the research contacted the 
researcher directly via e-mail.
4. The researcher asked the participants to fill in a brief demographic 
questionnaire online (see appendix 3).
5. The researcher sent two consent forms to interested participants. One copy 
was for the respondent (see appendix 6) to keep and one was for the 
researcher. The researcher instructed the participants to sign and return 
one copy of the consent form in a pre-paid envelope.
 ^Note that all interviews were conducted in 2007
 ^Note that the question about reaching their target weight was not included in the demographic 
questionnaire
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6. Once the researcher received the consent form and the questionnaire from 
each participant, she then contacted all participants via e-mail or telephone 
and arranged interview dates.
In the second recruitment route, potential participants read the advertisement and the 
information sheet online and those who were interested in participating contacted the 
researcher via e-mail. Then, steps 4-6 applied.
2.5.2. Interview process
1. A date and time to complete the interview was agreed.
2. Prior to commencing the interview, the researcher reminded the participants 
about recording of the interview and their right to terminate the interview at 
any point.
3. The semi-structured interviews were audiotaped and lasted between 40 and 70 
minutes.
4. Once the interview was completed, participants were offered an opportunity to 
receive a written feedback of the findings.
5. Following each interview, the researcher transcribed each interview verbatim 
at the semantic level (i.e. inclusion of false starts, significant pauses and 
laughs) (Smith & Osborn, 2003).
2.6. Qualitative analysis^
1. The first step involved reading and re-reading the first transcript to ensure 
familiarity with content. The left hand margin was used to note interesting or 
important things raised by the participant. The aim was to summarise what 
was said, noting similarities, differences and contradictions in the participant’s 
narrative.
2. The transcript was then read again and emerging themes were noted on the 
transcript in the right margin. The themes were captured by keywords and
The analysis followed Smith’s and Osborn’s (2003) guidance.
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phrases. The emergent themes were listed on a sheet of paper in chronological 
order.
3. The themes were then organised in a meaningful order (i.e. theoretical 
ordering) based on the connection between the themes. The themes were 
clustered together and the clusters were assigned a name. During the process 
of clustering, the list of transcripts was rechecked to ensure that the emerging 
themes were grounded in the transcript.
4. The remaining transcripts were analysed in the same way as the first transcript. 
New themes that emerged were added to the list of emergent themes. When a 
new theme was identified, the previously analysed transcripts were read again 
to evaluate the importance of the new theme across other transcripts. Some 
themes were dropped at this stage if they were not representative across the 
transcripts. This process was iterative, in other words, the researcher moved 
back and forth between the lists of themes. An interview transcript 
demonstrating how themes were marked on the transcript is included in 
appendix 7.
5. After all transcripts were analysed, two tables of superordinate themes and 
sub-themes were constructed (table 4 and 5, see appendix 8).
2.7. Credibility of the study
Elliott et ah (1999) proposed the following seven criteria to ensure the credibility of a 
qualitative research. Their guidelines were utilised as follows;
1. Owning one perspective
The researcher has outlined her perspective on the subject matter and reflected on 
potential biases that she brought to interpreting the data. The researcher also 
hypothesised about how her personal experience of AN may influence her analytic 
endeavour.
2  Situating in the sample
The researcher provided the reader with demographic information about participants 
to establish whether generalisation to other samples is possible and also provided a 
description of sample in words.
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3. Grounded in examples
Many examples of the raw data were given (see appendix 8, table 5) and explanations 
about how these capture particular themes were provided in the result section. The 
researcher also included the annotated interview transcript (Appendix 7) to 
demonstrate her analytic endeavour.
4. Providing credibility checks
The researcher met with her supervisor to discuss the analytic process on several 
occasions. The supervisor checked how the researcher arrived at clustering of themes. 
The supervisor also analysed two transcripts independently and confirmed that the 
themes were grounded in the data. Another trainee also analysed another transcript to 
foster credibility. Asking for feedback from participants is another way of validating 
research (Smith & Osbom, 2003). Yardley (2008) argued that participants’ feedback 
also known as ‘respondent validation’ is a valuable means in ensuring that the 
participants’ views are not misrepresented. The researcher therefore consulted all 
participants with the finding of the study and received feedback from three women 
(see appendix 9, respondent validation).
5. Coherence
It is believed that translation of final themes into a narrative provides a coherent 
account based on women’s stories.
6. Accomplishing general v& specific research tasks
The research aimed to gain an understanding of women’s accounts of recovery and 
what recovery means to them. The researcher believes that research questions were 
adequately answered. The researcher also addressed the question of generalisabity of 
the data (pp. 181).
7. Resonating with the reader
It is expected that the results are meaningful and easy to follow for the reader and 
capture the topic that had been studied satisfactorily.
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3. RESULTS AND DISCUSSION
Women in this study described their perception of recovery from AN in terms of three 
broad areas: (1) Anorexic voice, (2) Resolving dichotomies, and (3) Becoming whole 
again. The table below shows superordinate themes and subthemes that emerged from 
the analysis of transcripts^®.
Table 3; Table of Superordinate Themes and Subthemes
Superordinate Themes Subthemes
3.1. AN voice Rational vs. irrational side 
Body-mind split
3.2. Resolving dichotomies Using therapy/relationships 
Acknowledging consequences of AN 
Hope
Managing emotions 
Ignoring/controlling the AN voice
3.3. Becoming whole again Difficult journey
Benefits of recovery
Managing AN identity
Absent/silent AN voice
Merging of physical and psychological
recovery
Superordinate themes and subthemes will be described with the use of exemplar 
quotes and located within the context of previous research.
3.1. AN voice
All women described that when anorexic, they experienced a split between their mind 
and body and their AN behaviour and cognitions. When this occurred, women felt 
split into two parts, describing a dichotomy between their rational and irrational side, 
which was controlled by an anorexic voice. The AN voice was firmly in control of 
women’s lives.
10 The annotated transcript is included in appendix 7
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Rational vs. irrational side
Women explained that whilst one part of them was rational, the other part (anorexic 
part) was completely irrational. Susan described that being anorexic was like having a 
“split personality” and she felt like “two different people, two personalities ...the 
anorexic me and the other normal me."' At this stage, it was apparent that the 
irrational side was in charge. For example:
“She [dietician] would try to make me understand what I  was physiologically 
and biologically doing to my body and I  could understand that because I  am 
intelligent, but at the same time, the anorexia was not rational at all” (Jennifer).
The irrational side was dominated by Jennifer’s enduring AN voice:
“I  would have a voice in my head from the moment I  woke up to the moment I  
went to bed, the voice o f anorexia. ..It just became so ingrained in my head, I  
didn't even question it because it was always there, permanent, permanent 
voice. ”
Another woman, Mary, defined her AN voice as: '‘‘something else inside me that 
would overtake me...it drives you to do the most insane things”. And Valerie 
elaborated further: “‘the voice in your head is telling you that you shouldn't eat and 
you should feel guilty”. The AN voice thus condemned eating and consequently, 
women continued their restrictive eating and became obsessive with counting calories 
and losing more weight.
Bodv-mind split
Another split that women described was between their mind and body. For example, 
Paula and Susan talked about “dieting”, “restricting” and “lying” about their food 
intake. Paula described how her dieting behaviour resulted in a “considerable weight 
loss'\ which she attributed to eating ‘healthily’. The women used terms such as 
“obsessive ” (Sabrina), “addictive ” (Paula) and being “fixated with food” (Valerie). 
However, these women were not aware of the damage that restrictive eating caused to
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their bodies. This was because they split their mind from their body and also their 
behaviour from their cognitions. Susan, Paula and Valerie talked about being in 
complete “denial”. Susan explained:
“I  didn Y want to admit it, obviously when others told me I  looked scarily skinny 
...I don Y think I  was receptive to admitting there was something wrong...I was 
like in no man's land, so I  was like lam  right and everybody else is wrong... ”
Most women commented that other people were very worried about them and thus 
they entered treatment to please them. However, the treatment at this stage was 
described as “unconstructive, unhelpful” (Jennifer), “a struggle” (Susan) and “like 
going to a battlefield” (Paula). Sabrina said that she just went “through the motions 
during the process ”. Hence, it was apparent that when women were split, they were 
not motivated to change and they also minimised other people’s worries about their 
health.
Summary
From women’s accounts, it transpired that when anorexic, they experienced a 
dichotomy between the rational and irrational side. They were driven by the irrational 
side, controlled by the AN voice. In previous research, participants also referred to 
being controlled by AN (e.g. Lamoureux and Bottorff, 2005). Whilst anorexic, the 
women’s body and irrational side took precedence over their mind and the rational 
side. These women also experienced the split between their mind and body and 
illustrated another split between their AN behaviour and cognitions. They talked about 
being in denial, which is characteristic of AN patients (Vitousek et al., 1998). Hence, 
treatment at this stage was not effective because the women were split and lacked 
intrinsic motivation for change.
156
Research dossier, Vol.l, Major Research Project -  year 3
3.2. Resolving dichotomies
Women described a series of turning points leading to the resolution of the above 
dichotomies. This was a gradual and lengthy process. The first step entailed 
acknowledging having a problem and becoming aware of the consequences of having 
AN. The following stage involved working through an understanding of the function 
of AN in therapy and using therapeutic and close relationships to facilitate the 
resolutions of the splits. It was apparent that at this stage on their journey, the women 
reached to others for support and help. In contrast, when they were split, they were 
withdrawn, secretive about their behaviours and found it difficult to open up to others. 
It was clear fi*om their narratives that having a relationship provided the impetus for 
change.
Using therapv/relationships
The majority of women described that access to specialised ED services was difficult 
due to lengthy waiting lists. However, they acknowledged that when they commenced 
their treatment, they were not able to use it constructively until they wanted to change 
for themselves. Paula talked about “not feeling ready” and Jasmine described being 
“resistant to treatment”. However, once the women engaged in the treatment, they 
described that the first stage of their recovery process entailed acknowledging having 
a problem. Diane, for example explained that she had began to realise that “actually, 
things are not quite right and I  am doing damage to my body”. Valerie commented 
that someone else actually saying, “I  think you have a problem"^ was “a huge turning 
point”. Psycho-education about the dangers of AN was perceived as helpful by many 
other women. Overall, the majority of women described that they found cognitive 
behavioural therapy (CBT) helpful to challenge their anorexic mindset. For example, 
Susan said that “writing down thoughts” was helpful, and Jasmine talked about: 
“challenging my thinking patterns” as helpful for changing her patterns of behaviour. 
Interestingly, women talked far more about relationships with the therapist as opposed 
to contents of their therapy when asked about helpful and unhelpful aspects of their 
treatment. Indeed, therapeutic relationships played an important role at this stage. 
The women reported mixed experiences with their therapists. A “good” therapist was 
described by many women as someone who was interested in the “whole person”
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rather than being predominantly interested in the ‘problem’. A good therapist was 
also described as non-judgemental, collaborative with the patient and not pursuing his 
or her own agenda. Having expertise in EDs was also perceived as important for the 
recovery. Exploring the function of AN was regarded as fundamental for the recovery 
process. For example, Diane said: “...she [therapist] didn't just focus on eating, it 
was like so why do you try to control things...she helped me to work through so many 
different things, it was really good”. Many talked about the importance of feeling 
connected to their therapists and emphasised the importance of being treated as unique 
individuals. They expressed that it was unhelpful when their recovery was hurried. 
For example:
“You were very much treated as a person with an eating disorder, as anorexic; 
there was no room for your personal circumstances or for your own personal 
recovery. It was like a machine, like a conveyor belt...Don't see people like a 
textbook case...everybody is on their own journey, look below the surface, what 
is really going on for that person, be honest about their recovery...professionals 
I  came across -  they wanted that to happen really quickly ...don't say you must 
do this, you must do that...really listen to them... they need to be heard and once 
they feel that they can trust and that person [a therapist] is listening to them, 
then the recovery starts” (Paula).
Jasmine described that despite her difficulty with trusting others, she was able to 
engage in a “very strong relationship” with her community mental health nurse and 
she consequently concluded that she “could trust other people ”. In contrast, Jennifer 
did not connect with her psychiatrist and felt blamed by him: “He sort o f made me feel 
stupid; he made me feel that it was my fault that I  developed anorexia”. This led to 
her defensive attitude and the lack of progress in her therapy. When Jennifer sought a 
private treatment by a psychotherapist a few years later, she concluded: “She 
[psychotherapist] was an amazing person...she was the first person who wanted to 
know me... she was encouraging”. Therefore, trusting the therapist and having a 
“good fit” between the therapist and the patient was highlighted as critical for the 
recovery.
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A further important facet of recovery that women commented on was having support 
from their families. For example, Valerie appreciated that her family was “there and 
listened... accepting where I  was ...never pressuring me to eat more or really forcing 
me to do things. ” Susan was grateful that her family: “trusted me that I  would get 
better”. Support from friends was also instrumental in the recovery. Valerie 
described that being honest with her friends about having AN was a turning point and 
a big relief: “ it was like coming out, it also meant not lying anymore to myself, once 
you said it, it's out there and you acknowledge it. ” Many women also described that 
finding a boyfriend was very important for their recovery. For example, Sabrina said 
it was “a real turning point” because he gave her “extra support and confidence”. 
Being in a close relationship was instrumental in silencing the AN voice and shifting 
the women’s attention away from AN. As a result of having intimate relationships, 
Jennifer and Paula talked about stopping hating their bodies.
It was evident that having supportive therapeutic and close relationships increased the 
women’s impetus for change as illustrated by Valerie: “I  was ready at that point and I  
actually wanted to get better... I  can confront these issues and this problem, cope with 
it and manage it”. Supportive relationships and therapy were also both instrumental 
for resolving the dichotomies. For example, Diane described that being in therapy had 
facilitated her understanding of the connection between her body and mind. This 
consequently led to the resolution of the split between her mind and body:
“Listening to my body was the most important thing and also one o f the hardest 
things ...and clearing things in my mind... working out where it all began and 
why...the things have changed so much...I have realised that eating normally was 
all right ...I stopped obsessing about what I  was eating and all that”.
Another woman, Valerie, described that being in therapy was helpful for learning about 
the dangers of being anorexic and that therapy had assisted her with the resolution of the 
dichotomy between her rational and irrational side:
“It was quite shocking as well to see the damage the starvation and restriction 
can have and how this affects not only your body but also your thought
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processes, so it was really interesting for me to see how it is closely 
intertwined... we talked about the problems that contributed to this, the ideas o f 
control and emotional problems and why anorexia provided me with 
something...it was kind off strange because when I  started to put on weight, my 
mood improved, my thinking improved, my general outlook improved...! was 
able to be a bit more rational... ”
Acknowledging consequences of AN
Apart from acknowledging that AN is perilous, most women also talked about the 
impact of AN on their families. For example, Jennifer said; “I  had ruined my family 
life obviously starving in front o f them...they were absolutely devastated”. Other 
women described that AN led to many losses. For example: “I  was very thin for so 
long that I  forgot about other things, I  lost my academic life, I  lost my friends, I  lost 
my identity” (Jasmine).
Sabrina concluded: “having an eating disorder is really restrictive; it affects your 
social life in all sorts o f ways”. Diane also talked about missing socialising with her 
friends, which involved eating. Paula was keen to finish her university course, and 
Jasmine decided to start university. Both women talked about their fhistrations of AN 
preventing them reaching certain goals in life. Susan talked about her fear of not being 
able to have children if she remains anorexic.
Acknowledging the losses associated with AN led women to believe that they would 
be better off without AN and they talked about reaching a point on their journeys 
when they were “sick o f AN” (Jennifer, Jasmine) and “fed up with AN” (Sabrina, 
Valerie). Jasmine described:
“I  was ready to examine what was going on in my head...I began to look at my 
behaviour and behaviour o f other people. I  was at the same clinic and I  didn Y 
like it. I  didn Y want to be like them [other AN patients] anymore. I  got to the 
point where I  was just sick o f it ”.
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Hope
Being hopeful that recovery was possible was described by many women to be one of 
the most difficult but equally the most important thing on their journey to recovery. 
Sabrina said: “I  think the most important thing is to know that you can recover and 
believe it”. Another woman. Jasmine reflects on this as follows:
“Allowing myself to believe that I  can get better was helpful. When I  was 
admitted the second time I  was so depressed that I  never believed that I  would 
get better - Iw a s  suicidal, I  was on a 24 hour watch and I  believed very strongly 
that it was something wrong with me and I  will never be okay. ”
When Jasmine found a therapist who believed in her that she would recover, this 
increased her hope about her recovery and consequently, she gradually reached the 
stage when she was “determined to recover”. Her experience echoed experiences of 
other women. Jennifer, Sabrina and Mary talked about “wanting to recover” for 
themselves. However, this was not a straightforward process and most women 
described that feeling hopeful and others’ support had facilitated their readiness to 
“confront the problem” (Valerie). They were clear about putting in a “conscious 
effort” (Susan) and “wanted to get better” (Sabrina). Consequently, they were ready 
to make changes themselves. For example: “you have to do it for yourself ...you have 
to actually change things ...make active steps” (Sabrina). Therefore, the majority of 
women attributed recovery to their determination and hard work, explaining that 
others’ support was crucial but ultimately it was up to them to change. Diane was the 
only woman who described that her religious beliefs were helpful on her journey to 
recovery, commenting that God “guided her” and she “trusted him that things can 
change ”, which helped her “to get handle on things ”.
Jennifer, Susan and Paula commented that some professionals lacked optimism about 
their recovery and perceived that the professionals’ lack of hope hindered their 
recovery. For example, Jennifer said: “I  would have found it helpful i f  somebody 
talked to me about what I  wanted to do with my life...so I  didn't really have any 
positivity that it would go away ”. The women who had private treatment felt that staff 
working in private establishments was more hopeful about their recovery compared to
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the NHS staff. Sabrina stated: “private people were more positive and really wanted 
to help It was clear that some women sought private treatment because they were 
discharged prematurely from services. For example, Paula experienced several 
relapses following her brief inpatient treatment. She then decided to contact a private 
psychotherapist: “I  saw him for about a year ...I began to think about what recovery 
really meant... whether I  really wanted it... things started to work bit by bit... (Paula).
Managing emotions
Most women described that prior to developing AN, they felt in psychological 
distress. They used AN as a maladaptive communication tool; in other words, AN 
became a bodily expression of their distress. For example, Diane talked about feeling 
under “pressure to succeed and be perfect” at school, which was thwarted by her low 
self-esteem. Many talked about their perceived lack of control of their lives and how 
AN became a vehicle of control for coping with stresses and frustrations of everyday 
life. For example, Paula stated: “I  would get to the point when anything that did go 
wrong in my life would be ordered by not eating”. Jennifer and Paula developed AN 
at the point of facing transitional challenges. For example, Jennifer described;
“I  was leaving home to go to university, my boyfriend wasn Y coming so we were 
going to split up, I  was very worried and nervous underneath. I  didn Y really feel 
confident in myself and my self-esteem was low...so when I  went on a diet, I  
immediately started feeling better about myself because I  thought that I  could 
control my weight and relationship with food and exercise. ”
Through treatment and supportive relationships, most women described they were 
able to connect with their emotions and use language as opposed to their bodies to 
express their distress. Sabrina described that this was the turning point in her recovery 
because “getting involved with someone, makes you realise that you can feel these 
emotions. ” In contrast, Valerie described that eating more was beneficial for labelling 
her emotions:
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“Psychotherapy did start to change as well because Iwas what’s the word, more 
cogent, I  could think more so rather than being in that oblique depressed state, I  
was able to be a bit more rational and logical...food intake helped me to identify 
emotions and connect with my emotions. ”
Thus for Valerie, managing of her emotions had facilitated the resolution of the split 
between her irrational and rational side. Another woman, Jennifer, described that 
whilst anorexic, she was detached from her emotions. Finding a boyfriend enabled 
her to confide in him about her AN, which helped her to connect with her emotions 
and she consequently became “flooded with emotions and feelings... I  would cry and 
cry, it was like it was coming out o f me”. When anorexic however, she said that: “I  
had not had any feeling in my mind in all those years, Iwas kind o f cold person. ”
Other women also commented that at this point of the recovery process, they were 
able to acknowledge difficult emotions and openly discuss these. Sabrina explained 
that an important part of her recovery was to “leam to feel negative emotions in life 
and dealing with them ”. Thus, most women began to use language to communicate 
and openly sharing their feelings either with their therapists or/and significant people 
in their lives.
Ignoring/controlling the AN voice
The next stage in resolving the dichotomies was negotiating control over the AN 
voice. This was a gradual process, which varied among women. For example, 
Jennifer described:
“I  still had a voice in my head but instead o f listening to it I  would kind o f do 
practical things like going to sit down and doing some deep breathing or going 
to a yoga class or doing something to counteract the voice... ”
For another woman, externalising AN was helpful in order to control the voice:
“...being able to distinguish between the anorexic voice and my own voice...and 
the distinction between the two that was really helpful ...that voice in your
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head... tell it to go away, it’s not you, it’s this evil wicked voice that is telling 
you things, despise it as much as you can, give it a name, give it a personality 
and trust yourself and keep hold o f that ” (Valerie).
Susan explained that although she still listened to her voice, she: “did not accept that 
what it was saying to me was true ”. Controlling the AN voice was described by many 
women as challenging and even at this stage, some felt ambivalent about their 
recovery. For example, Mary queried whether one could be fully recovered with the 
presence of the AN voice. She believed that “everybody who had AN would have that 
voice somewhere in their head”. Susan also wondered whether one could be fully 
recovered when one is still experiencing anorexic thoughts and thus, when the voice is 
not completely absent. Therefore, she raised an interesting dilemma:
“I  think you can never fully recover...! think every girl thinks that she is fat, so 
sometimes I  think I  am fa t so I  am not going to eat that... I  think it’s hard for me 
know what is normal and what’s not...Am I  recovered i f  I  still have these 
thoughts? Is it what everybody else is thinking or are these anorexic thoughts? ”
However, Diane was the only woman who talked about missing AN:
“...you have good days and you have bad days, most o f  them are up which is 
great but you have moments when you think I  wish I  could go back...and then 
you think what are you thinking! ”
Therefore, even though Diane said that she had recovered, she still associated feeling 
good with AN. However, at this stage, she was able to challenge this because she was 
in control of her AN voice. Paula and Sabrina feared that they might ‘slip back’ to AN 
when feeling very stressed and recognised the need for alternative coping mechanisms 
to prevent relapse.
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Summary
Women in this study highlighted that treatment outcome depended on their readiness 
for change, which supports the finding of Bewell and Carter (2008). CBT was 
described as helpful when women felt better cognitively. Empirical evidence suggests 
that no particular type of therapy results in better outcome (Fairbum, 2005; Treasure 
eta l, 1995).
It is interesting to note that women felt ambivalent about recovery in all stages of 
change, which supports the findings of Gooblar (2006). Some women reported being 
resentful of being treated as “another anorexic”, which accords with findings of 
Offord et al. (2006). Some women also commented that professionals rushed their 
recovery and this was viewed as being detrimental for the recovery. This echoes 
previous research (e.g. Maine, 1985) in which participants valued a well-paced 
treatment. Women’s constructive use of treatment and relationships was clearly 
instrumental in their recovery because therapy and close relationships fostered trust 
and self-acceptance. Previous qualitative research has also emphasised the role of 
positive therapeutic relationships in recovery (Beresin et ah, 1989; Hsu et ah, 1992; 
Maine, 1985). In line with previous research (Lamoureux & Bottorff, 2005), the 
findings indicate that this is particularly important at the beginning of the recovery 
process. Button and Warren (2001) argued that the quality of the therapeutic 
relationship is the most influential for recovery and an opportunity to talk and be 
understood is more important than formalised psychotherapy in terms of satisfaction 
with treatment. Receiving support fi"om fiiends and family was also instrumental in 
these women’s recovery, which echoes previous findings (e.g. Lamoureux & Bottorff, 
2005; Pettersen & Rosenvinge, 2002). Similarly, previous qualitative research (e.g. 
Maine, 1985), also found that recovery was precipitated by the patient’s realisation of 
the impact of AN on their families. Previous research has concluded that spirituality 
plays an important role in recovery fi*om AN (D’Abundo & Chally, 2004; Garrett, 
1998). However, unlike the previous studies carried out with participants in the USA, 
which emphasised the role of religious faith as the most important spiritual aspect in 
recovery, the women in this study stressed that having faith in oneself was the most 
salient spiritual aspect for recovery. This reflects cultural differences and supports the 
view that the context of AN in this instance, the country in which research is carried
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out cannot be omitted (Hardin, 2003) because the process of recovery has its specific 
idiosyncrasies.
Many women also talked about the importance of being intrinsically motivated to 
engage in therapy and felt that trusting others and understanding of the function of AN 
was crucial in the recovery process. Most women commented that they had to feel 
ready in order to make a conscious effort to change. This is in line with Lamoureux 
and Bottorff s (2005) arguments about recovery being a “conscious endeavour” rather 
than a spontaneous activity. Women in the present study had to move through 
different stages which included acknowledging the consequences of AN, exploring the 
function of AN, managing their emotions and learning to communicate using 
language, before they were able to control the voice of AN. Whilst anorexic, the 
women used AN as a means of communicating their psychological distress. They 
were not able to verbalise their distress, which is in line with previous research on 
alexithymia (Schmidt et al., 1993). The resolution of the dichotomies meant that the 
women’s irrational side was no longer in charge. This indicates that during the process 
of recovery, a shift in power occurs; the ‘normal’ rational side comes to the fore and 
the irrational AN side gradually ‘disappears’ or becomes less powerful. When this 
occurs the women no longer perceive themselves to have a split personality.
3.3. Becoming whole again
From women’s accounts, it emerged that reaching both physical and psychological 
recovery, is crucial for becoming whole again. Psychological recovery was understood 
as the resolution of the above-mentioned dichotomies. The women also described that 
becoming whole requires the acknowledgement of many benefits associated with 
being recovered and the negotiation around managing their identity of AN. All 
women described that becoming whole was a very difficult but worthwhile journey. 
They highlighted that they knew that they had recovered when the voice of AN was 
either absent or silent and they stopped their obsession with food and weight. All 
women described that physical recovery is only the starting point of full recovery and 
believed that psychological recovery does not automatically follow physical recovery, 
which can take years to achieve. They emphasised that one can only become whole
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again when physical and psychological recovery merge. All women felt that clinicians 
don’t acknowledge that this needs to occur for people to feel “fully recovered” and 
expressed their disappointment about this.
Difficult ioumev
All women described that their recovery was lengthy and gradual; therefore, “hard 
journey” (Paula), a “long haul” (Valerie) and a “really slow process” (Mary). Paula 
described that recovery is lengthy because “it takes a long time to recover properly in 
every aspect, psychologically, emotionally, physically, spiritually”. Jennifer said that 
her recovery was about taking “little steps” and Sabrina also explained that “little 
things count” on the journey. All women also conceptualised recovery as an ongoing 
process. For example: “It is not like you wake up one morning and you have suddenly 
recovered (Susan) ” and “I  think that every year I  thought I  was recovered and then I  
had realised the year on that I  wasn Y and that I  was getting better all the time 
(Sabrina). ”
Many believed, similarly to clinicians, that defining recovery and treating AN is 
difficult. For example, Paula said: “It is a really tricky question what is recovery”. 
Jasmine described that this is because “it [  recovery] is different for each person ” and 
Sabrina emphasised that AN is a “difficult thing to treat...everyone is so different”. 
Diane acknowledged that “it is so difficult to get the treatment right”. She attributed 
this to the fact that professionals are pulling in different directions: “they [clinicians] 
kind o f need to agree on their conflicting ideas about what can work”.
Jennifer, Valerie and Paula believed that recovery is challenging due to the social and 
media pressure to be thin. Jennifer talked about some of these challenges as follows:
“Well, it is strange but I  think that in the world obsessed with thinness, it is very 
hard to think that I  should be ignoring the messages around weight and 
dieting...! cannot step a foot in that world because i f  I  do, maybe it would 
trigger other things, so having to reject that world and trying to be strong 
enough to say, I  am going to lead my life without it, I  think that is very difficult 
because it’s just everywhere ”.
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Benefits of recovery
Despite some ambivalence, as mentioned previously, the women who had recovered 
clearly appreciated the multitude of benefits associated with being recovered.
For example, Sabrina explained:
“I  feel that actually it [having AN] taught me a lot about myself... I  am, very 
pleased, very happy that I  have made full recovery... it was a horrible thing to 
go through and I  don Y wish anyone to go through it, but I  don Y have any 
regrets... ”
Diane talked about self-acceptance as the most beneficial aspect of her recovery: “be 
happy and content with yourself, erm and I  think truly love your self..being able to 
lead your life how you like i f \  Paula said that as a result of her recovery, she feels 
“more content, relaxed...in control o f my life... at the end o f the day, it is how I  feel 
that matters’\  Valerie believed that having AN made her “stronger” and as a result 
she can “get through anything”. As mentioned previously, some talked about being 
pleased that they were able to return to university, find a meaningful job and socialise 
with fiiends again.
Jasmine talked about “having aspirations for the future” and Mary described her 
regained ability to “enjoy life”. Valerie explained that the greatest benefit for her was: 
“getting my life back... it’s living again, not just functioning”. Mary described 
feeling more “relaxed...being more confident”, Sabrina commented that her recovery 
meant feeling “happier...! just understand myself bette Jennifer reflected on being 
more outwardly focused, “more caring”, and being a “betterperson andfriend”.
Managing AN identity
Most women described that when anorexic, their identity was based on their 
appearance and AN defined them as a person. Jennifer explained how she wrapped 
her identity in her appearance and how she reached a conclusion that “there is an 
identity apart from what you look like. ” Susan, Valerie and Jasmine explained that 
when they recovered, they started to acknowledge that other things apart fi*om their 
bodies define them. For example: “I  am no longer defined by it. Rather than
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thinking what I  am going to he when I  am no longer anorexic -  Who am I? It is now, 
it’s me and this is what I  do and the anorexia is still part o f who you are, even when 
you are recovered” (Valerie).
However, giving up the AN identity was a difficult process for most women. For 
Jasmine who had AN for 7 years, giving up the AN identity was “a huge risk because 
I  was convinced I  couldn’t be anything else ”. When she recovered after 9 years, she 
developed a new identity separate from AN: “I  have a new identity, I  am a student, a 
friend, I  have social life and I  know that people I  know now don’t see me as 
anorexic. ”
The way the women managed their new identity varied. Some described that AN had 
become incorporated into their new identity and acknowledged that although AN 
remained a part of their life, it did not define nor dominate them. Valerie reflected 
that AN will aways be a part of who she is, but : “no longer my drive ”. However, for 
Paula and Jennifer, recovery meant rejecting AN as a part of their new self-identity: “I  
think part o f my recovery was really to move away from it, not to spend the next 20 
years o f my life in self-help groups.. .’’(Paula). Jennifer advised other people with AN 
the following: “It is almost like an alien, it came into you and you need to think o f it as 
something that you can push out o f you again.” Therefore, she proposed that 
externalising AN was helpful for managing her AN identity.
Absent/silent AN voice
Silencing and abandoning of the AN voice was perceived by women as one of the 
signs that they were becoming whole again. When this occurred, the women felt in 
control of the voice and the aforementioned splits had been finally resolved. Thus, 
when they perceived themselves as whole again, the voice lost its significance and 
power. For example, Susan concluded that she knew that she was recovered when:
“It [AN voice] does not control your life, when it doesn’t stop you doing 
things...before it was affecting my relationships, it was affecting everything, I  
think...whereas now... I  will not let it be in control”.
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Jennifer concluded: “I  no longer have that voice in my head”. As a result, she stopped 
counting calories, planning her meals and exercising obsessively. In contrast, Mary 
described that her AN voice is now “moving further and further aw ay...it’s hardly 
there”. Valerie described that full recovery is when one “would be never worrying 
about food and weight gain ”. She explained that she still worries about her weight 
gain and although her AN voice is not completely absent, she can now discount what 
the voice is saying to her. Mary and Valerie said that they were recovered for one 
year, whilst Jennifer and Susan had recovered 6 and 7 years ago respectively at the 
time of the interview. This seems to suggest that the longer the women perceive 
themselves to be recovered, the more silent the voice becomes. For women in this 
study, when the voice became muted or absent, this meant that both their physical and 
psychological recovery was complete and they reached the end of their recovering 
journey.
Merging of phvsical and psvchological recoverv
All women described that becoming whole again and reaching full recovery entails 
merging of both physical and psychological recovery. However, all women felt that 
the emphasis in their treatment was on physical recovery and expressed dissatisfaction 
about their clinicians’ primary focus on weight. They perceived that the clinicians 
believed they had recovered when they reached their target weight; in other words, 
when they achieved physical recovery. However, all women felt that their weight 
restoration did not constitute full recovery because they did not feel better about 
themselves and their cognitions about food did not shift. In addition, the AN voice 
still dominated their lives after they accomplished physical recovery and the splits 
remained unresolved. For example, “even though I  got to the healthy weight, I  was 
still obsessed about foodfor a long time and I  would not say that Iwas recovered until 
that obsession subsided” (Sabrina). Diane explained how she felt following her 
physical recovery:
“Oh my goodness I  reached it [target weight]! I  think I  put a lot o f  weight but a 
lot o f mental things haven’t changed...It [treatment] was all very physical and 
they [clinicians] didn’t look at the mental side o f things and although I  did put 
on a lot o f weight, they didn’t really take much into account about what my mind
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was doing. They said, you look so much better, you must feel better, but inside I  
was like but lam  not, lam  really not!”
Thus, when treatment focused on weight only, this led to resentment as described by 
Jennifer:
“...the thing is, physical signs were mended to some extent, but it is a mental 
health issue and that was far from being mended and I  feel a bit angry actually 
that I ’ve sort o f been left to deal with it on my own...it was nothing to do with my 
body, it was to do with my mind! ”
Many felt that their treatment was not long enough to reach psychological recovery, 
and therefore, they relapsed. They stated reasons such as lacking alternative coping 
mechanisms to maintain target weight, their communication with other people had not 
improved, their family relationship difficulties remained unresolved, some did not 
understand the function of their AN and some still found it difficult to manage their 
emotions. For example: “I  didn’t have any coping mechanism to maintain that weight 
and dealing with the real issues, what was really going on for me, so they readmitted 
me a year later” (Paula); “I  suppose I  still have not developed a brilliant 
communication with people, so I  did not tell other people about how Iw as feeling...I 
felt really d ep ressed ...(Susan). Paula and Mary described becoming bulimic 
following their discharge from services and explained that this was because “the real 
issues” (Paula), “underlying issues” (Mary) such as their lack of self-esteem or how 
to deal with stress were not addressed in their treatment. Paula described that: 
“...everyone thought she put on a lot o f weight and everything is fine, but it was 
probably one o f my lowest moments. ”
Therefore, it seems that in order to reach psychological recovery, one has to 
understand the underlying causes for developing AN. It is also apparent that in order 
for women to feel whole again, they have to accomplish both physical and 
psychological recovery.
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Summary
Recovery was conceptualised as lengthy by all women, which supports research by 
Herzog et al. (1999). Many women also argued that recovery is complex which 
accords with contentions of Jarman and Walsh (1999). Similarly to the current study, 
in Garrett’s (1997) study, all women argued that recovery is an ongoing process. 
Interestingly, women in this study did not believe that the pressure for thinness played 
a part in developing their AN, but rather it made it harder to sustain their recovery, 
supporting the contention by Hardin (2003, pp. 10): “individuals who no longer refuse 
food and gain weight are also positioned in opposition to a culture in which dieting, 
food restriction, and exercise are considered normal”.
The women managed their identity differently; whilst some incorporated AN into their 
identity, others rejected AN as a part of their identity. This discrepancy resonates with 
previous findings. Whilst Young and Ensing (1999) argued that recovery entails 
acknowledging that a mental illness will remain a part of one’s identity after the 
recovery, Lamoureux and Bottorff (2005) on the other hand found that women in their 
study did not consider AN as a part of themselves when they recovered.
Many women described that clinicians’ primary goal was increasing their weight and 
when this was achieved, clinicians believed that the women were better. In contrast, 
most women expressed that reaching target weight was only the starting point of their 
recovery, which echoes contentions of Winston and Webster (2003). The present 
study, similarly to Offord and colleagues (2006), found that physical recovery was 
prioritised over psychological recovery. All women in this study firmly believed that 
they were not recovered until their obsession with food and weight had subsided, 
which echoes the findings of Beresin et al. (1989) and Garrett (1997). The majority of 
women also clearly expressed that full recovery incorporates physical and 
psychological recovery and the latter does not follow the former spontaneously. The 
results also support contentions made by Jarman and Walsh (1999) and are also in line 
with Bachner-Melman et al.’s (2006) conclusions. Therefore, in order to accomplish 
full recovery both physical and psychological recovery must be accomplished for 
women to perceive that they are whole again and fully recovered.
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4. CONCLUSION
4.1. Overall summary of results
The results suggest that women in this study describe AN in terms of three broad 
areas; anorexic voice, resolving dichotomies and becoming whole again. Permeating 
all these areas was the notion of a series of dichotomies. In particular, the women 
described the split between their mind and body, the rational and irrational side and 
their AN cognitions and behaviour. From the women’s accounts it was also apparent 
that recovery is only achieved when these dichotomies become resolved. Whilst 
anorexic, the women’s body took precedence over their mind. AN became a bodily 
expression of psychological distress, i.e. the body expressed the distress, which is 
exacerbated by therapy that focuses on bodily classifications in terms of weight gain. 
Whilst anorexic, the dominant AN side is driven by the AN voice, which undermines 
a sense of self, allowing the body to be in charge. Full recovery occurs when the AN 
voice becomes muted via therapeutic and close relationships, boosting a sense of self, 
which includes a shift in power fi*om the irrational AN side to the rational side so that 
the rational side can regain control and use language and relationships to express 
psychological distress. Hence, full recovery is complex and entails physical and 
psychological recovery, which can be defined as a resolution of the aforementioned 
dichotomies, and thus becoming whole again. This involves merging of physical and 
psychological recovery. Therefore, reaching a target weight (physical recovery) is 
only the starting point on the recovery process.
4.2. Implications for clinical practice
From women’s accounts it was apparent that the resolution of the dichotomies was 
achieved via supportive relationships, which ‘communicated’ to women that they 
were worthwhile and their recovery was conceivable. In order to support people with 
AN on their recovery journey, therapists must address the patient’s cognitions and 
discuss alternative coping mechanisms after AN behaviour had been addressed. Many 
women reported that their weight gain was the most difficult time in their recovery 
process. Therefore, clinicians should not assume that patients are recovered on the
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basis of healthy BMI and it seems critical that treatment is not discontinued after 
patients reached their target weight. Arguably, the resolution of the dichotomies 
leading to psychological recovery is not an easy task and therefore, it is also essential 
that therapy is ideally long-term. NICE (2004) recommend that the length of 
outpatient psychological treatment following the patient’s weight restoration is at least 
12 months. However, some women in this study were not followed up upon their 
discharge and therefore, they sought it privately to achieve psychological recovery.
Many women described that “bad” treatment attended to body and behaviour only, 
which resulted in their resentment and anger. Many also commented that their 
cognitions about food, weight and themselves did not shift and consequently they did 
not feel better. Hence, mind and cognitions, not just body and behaviour has to be 
addressed by clinicians in treatment of people with AN otherwise relapse may occur. 
It was apparent fi*om women’s accounts that they resented when psychological 
therapy was withheld after physical recovery and many attributed their relapses to the 
Avithdrawal of therapeutic support prematurely and thus, not being able to work 
through the underlying causes for AN. It could be that treatments of longer duration 
may decrease the rate of relapse and prevent subsequent admissions. It also appears 
that after weight restoration, patients are more likely to engage in treatment that 
focuses on cognitions as they are more rational and longer therapy could be beneficial 
to help patients to silence or manage their AN voice.
The findings of the study reveal that women’s perception of being understood 
facilitated trust and they had gradually learned through acceptance fi*om others to 
accept themselves. Therefore, clinicians should not underestimate the impact of 
positive therapeutic and close relationships on recovery. It is strongly believed that 
one of the most important implications for clinical practice is the need for developing 
a trusting, caring and committed therapeutic relationship and providing validation for 
people who have developed AN.
This study has also shown the importance of having an unconditional acceptance fi"om 
fiiends and relatives in recovery of patients with AN, which indicates that external 
factors are as important for recovery as internal factors such as motivation to change.
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Therefore, it seems valuable that clinicians involve important people in patients’ lives 
in a therapeutic process and engage them as co-therapists.
One of the obstacles most women experienced on the journey was their lack of belief 
that recovery was possible. Many women described that the therapist’s optimism that 
they could recover was very important. When the therapist communicated to them 
that change was possible, this in turn increased the women’s motivation for change. 
Clinicians should not therefore minimise the notion of therapeutic optimism and ought 
to foster hope whilst working with this client group. Having an optimistic outlook is 
believed to play a crucial role in the recovery process (Department of Health, 2004).
The women also valued when clinicians and their families recognised that recovery 
was very challenging for them and validated their resistance to change. They felt it 
was equally important that clinicians and families accepted their stage of change and 
they did not pressurise them on their recovery journey. Some women felt that 
clinicians should be honest with patients saying that recovery is lengthy and 
challenging. They advised clinicians that they must not rush this process. This is 
understandably difficult for clinicians, who face a difficult dilemma because they are 
under pressure to discharge patients quickly due to lengthy waiting lists.
Some women highlighted that talking about realistic expectations of recovery is 
valuable as this enhances collaboration and also empowers the patient. It was also 
clear that women differed in their views on what constitutes full recovery and they 
consequently attached a different meaning to their recovery. Therefore, the researcher 
proposes that discussing the meaning of recovery for patients is important and should 
be openly explored in therapy from the outset.
It was apparent that most women resented being treated as a “textbook anorexic”, 
emphasising the importance of the genuinely interested therapist who treats them as a 
“unique person”. Treatment should not therefore focus on anorexic behaviour at the 
expense of building a relationship and expressing authentic curiosity about the patient. 
Whilst all women emphasised that support from others was important, they primarily 
attributed their recovery to personal responsibility and conscious effort, which was
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facilitated by supportive relationships and therapists that worked collaboratively with 
the patient to increase their responsibility for change.
Lamoureux and Bottorff (2005) pointed out that it is more than 20 years ago when 
Gamer and Bemis (1985) suggested that in order to support patients in their recovery, 
therapists should help them to acknowledge the disadvantages of seeing themselves as 
one-dimensional beings and work on enhancing their perception of being 
multidimensional beings (i.e. their body is a part of who they are and their sense of 
worth should not be defined by being thin exclusively). It seems paradoxical that 
treatment for AN should aim to help individuals to see themselves as 
multidimensional yet most women’s experiences in this study clearly demonstrated 
that clinicians were focused on one dimension only (i.e. the body).
Arguably, issues of risk must not be underrated; however it seems that an emaciated 
body creates an immense anxiety for the clinician who may find it difficult to ‘see’ 
beyond the anorexic’s body. Some women described that the most valuable therapy 
was the one that hardly talked about food and weight but explored issues of control 
and future aspirations, giving women hope that AN would not necessarily dominate 
their lives indefinitely. NICE (2004) state that psychological issues should be tackled 
in parallel to increasing the patient’s weight gain.
For women in this study, recovery proclaimed a victory over their AN voice, which 
has become gradually silenced until it lost its power. The women talked about being 
recovered when they stopped obsessing about food and weight and thus when the 
voice became absent or disempowered. Petterson and Rosenvinge (2002) argued that 
a total absence of thoughts about body and weight seems to be a meaningless single 
criterion of recovery, yet for the majority of women in the present study, this criterion 
was of utmost importance. This indicates that incorporating cognitive aspects in the 
evaluation of recovery is very important.
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4.3. Implications for research and directions for future research
The findings of this study illustrate that recovery is multidimensional and therefore 
that the evaluation of recovery should reflect this. One of the research implications 
would be to develop a standardised tool that could explore the patient’s definition of 
recovery. This might be helpful to use later on in therapy when patients are 
cognitively adept. Using the questionnaire would inform the clinician whether his or 
her conceptualisation of recovery differs from that of the patient. Future research 
could focus on attempting to devise a recovery questionnaire that would incorporate 
questions on subjective recovery such as “When would you consider yourself 
recovered?”, “How do you define recovery firom AN?”
It is clear that recovery from AN is a lengthy process. We do not know enough about 
why some people have better prognosis than others and there is a lack of longitudinal 
studies in this subject area. Therefore, it would be beneficial to follow up patients 
after their discharge to find out who relapses and why following their initial recovery. 
The follow up of patients who are discharged fi"om ED clinics may be also useful for 
learning more about what constitutes psychological recovery.
Future research can also focus on the in-depth understanding of the meaning of being 
disempowered by the AN voice. Given that some women felt ambivalent about 
whether one could be fully recovered with the presence of the voice, it is suggested 
that perhaps normalising rather than pathologising the voice may be beneficial for 
some patients. Research on hearing voices in schizophrenia (e.g. Hayward, 2003) 
suggests that feeling in control of voices is beneficial for managing schizophrenia and 
could also promote recovering from this mental illness. It could be therefore, that for 
those who believe that full recovery is not possible and/or are ambivalent about their 
recovery, developing a different relationship with the voice (i.e. the patient accepts the 
existence of the voice but has more control over the reaction to the voice) may be 
helpful. In other words, it could be that for other people with AN who did not 
participate in the study, the voice does not need to be necessarily absent to “feel 
recovered”, but rather it is important that the voice becomes disempowered. The
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researcher believes that this could be explored further as this seems to be significant 
for the recovery.
Future research should also explore therapists’ attitudes towards this client group. 
This could be beneficial for a better understanding of the fundamental attribution error 
(Pettersen & Rosenvinge, 2002) that occurs in the treatment of AN. Why is it that 
treatment success is attributed to the therapist and the treatment failure tends to be 
attributed to the patient’s resistance and the lack of motivation?
Future researchers could replicate the research of Noordenbos and Seubring (2006) 
and interview clinicians as well as people with AN about their understanding of 
recovery fi*om AN, asking both parties which criteria for the recovery are important to 
them.
4.4. Implications for understanding of recoveiy
The concept of “recovery” is a relatively new paradigm shift from medical models in 
mental health services in the past decade (Jacobson, 2001). Recovery in this study 
was not conceptualised as an outcome with ‘objective’ measures but rather the study 
aimed to leam about ‘subjective’ recovery experiences. After all, recovery processes 
are complex and unique, which means that although many argue that recovery can be 
measured by ‘objective’ quantitative measures, this may not reflect patients’ 
experiences of recovery (e.g. Young & Ensing, 1999).
The women’s stories of recovery echoed several aspects of the recovery models 
described in the introduction (pp. 128). It appears that recovery fi-om AN follows a 
similar path compared to other mental health disorders. It was apparent from women’s 
stories that they conceptualised recovery as a process in which they played an active 
role. This is consistent with the contentions of Deegan (1988) and Loveland et al. 
(2005). The women also argued that recovery is a subjective process, which involves 
acknowledging AN, developing the motivation for change, finding hope and gaining a 
new meaning in life. This is consistent with Anthony’s (2000) and Jacobson’s (2001) 
viewpoints. Women acknowledged that AN is a difficult disorder to treat. They
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emphasised that this is because people with AN differ and expressed their 
dissatisfaction with being treated just like another anorexic. Therefore, the study’s 
findings support the argument by Jacobson (2001) that standardised one-size fit all 
practices are unlikely to facilitate the recovery process. The participants’ journeys to 
recovery also mirrored the model of Young and Ensing (1999). It was clear that the 
motivation for change and self-empowerment was crucial for the women’s recovery. 
However, unlike in the model proposed by Young and Ensing, in the present study, 
some women reported that they did not incorporate AN into their self-concept. 
Finally, the women’s stories most resembled the model by Jacobson and Greenley
(2001), because their narratives highlighted that the recovery is essentially about 
connecting with others. Women also emphasised that external factors such as social 
support and professionals’ therapeutic optimism is important for the recovery. This is 
also consistent with the recovery model proposed by Jacobson and Greenley (2001).
The women in the present study offered their understanding of the complex journey to 
recovery. It is hoped that this will enhance clinicians’ understanding of recovery. 
This is important for clinical practice because AN has been portrayed by clinicians as 
being a rather perplexing and challenging illness to treat (e.g. Vitousek et al., 1998).
4.5. Strengths and limitations of the study
It is argued that this study is the first credible qualitative study about recovery fi-om 
AN to date to be carried out with participants fi*om the UK. This study locates the UK 
participants’ experiences within the context of contemporary debates about the nature 
of recovery. All the study’s objectives were met, i.e., the study explored women’s 
perceptions of their recovery process, explored what recovery means to women and 
what factors were instrumental in their recovery. In addition, the study described 
women’s stages of recovery. The study further explored whether clinicians and 
people with AN agree on what constitutes the recovery. It seems that patients and 
clinicians do not have opposing views on recovery; however, patients do define 
recovery in more complex terms compared to clinicians who tend to focus on physical 
recovery and may ‘leave’ the psychological recovery to the patient in a hope that the 
psychological recovery would automatically follow.
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The study employed telephone interviews exclusively. It could be argued that 
telephone interviews are not sensitive to non-verbal language (e.g. Breakwell et ah, 
2007) and the interviewer may have missed some useful cues or that building a 
rapport could be difficult. It is argued that the interviewer was able to pick on the 
respondent’s overt emotional responses and would not pursue a line of enquiry further 
when this was perceived to be threatening to the respondent. For instance, one 
participant alluded to her sexual abuse and the interviewer confirmed this but did not 
pursue further questioning because the participant paused for a longer period. In 
terms of building a rapport, no difficulties were noted. The interviewer felt that 
because participants’ anonymity was protected, they were able to divulge many 
intimate details that perhaps they would not have been able to face-to-face, perhaps 
because of their potential fear of being ‘judged’.
It could be argued that one of the weaknesses of the present study is that comorbidity 
such as depression and anxiety was not explicitly explored. The researcher could have 
included questions related to these issues in her interview schedule. However, it 
appeared that women did not feel depressed or anxious when they recovered because 
they talked about feeling happier, content and more relaxed.
Another limitation of this research is its retrospective design. It is possible that 
participants may have not been able to recall their experiences with absolute clarity or 
remember subtle details about their recovery process. Interestingly, Offord and 
colleagues (2006) pointed out that “a delay in expressing one’s view may allow for 
more balanced and reflective accounts'’ (pp.386).
It is possible that the participants found it difficult to verbalise or deliberately omitted 
certain aspects of their experiences. Indeed, it has been argued that one of the 
limitations of using IPA is the assumption that through language, a researcher can gain 
access to people’s thoughts and beliefs about the given phenomenon (Willig, 2001). 
IPA therefore relies on the participant’s ability to articulate their experiences and 
communicate these to the researcher in a coherent manner (Smith & Osbom, 2003).
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Willig (2001) argues that another limitation of IPA is that “IPA does not theorise 
reflexivity...it does not actually tell us how to incorporate this insight into the 
research process and it does not show us how exactly the researcher’s own 
conceptions are implicated in a particular piece o f analysis” (pp.67). Therefore, the 
researcher could only hypothesise in appendix 10 about how her conceptions 
influenced the analytic endeavour.
With hindsight, the researcher could have employed a narrative analysis, which is 
similar to IPA in that it is also concerned with “how people give meanings to their 
lives in terms o f stories or accounts '^’ (Dallos & Vetere, 2005, pp. 68), however “the 
emphasis o f the narrative analysis is on changes in participants ’ lives ” (ibid., pp. 69). 
Therefore, one can argue that utilising the narrative analysis was perhaps more 
appropriate for the first research question: “How do women perceive their journey 
from AN to recovery?” This is because the onus of the narrative analysis is “on events 
over time ” (ibid., pp. 52).
A further limitation concerns the study’s sample; women who participated in the study 
were self-selected and recruited via beat’s research database. These women thus 
volunteered to participate in research on EDs and thus, it seems that they had a 
particular interest in ‘disclosing their stories’. In addition, all participants were 
Caucasian, which may limit generalisation. Another drawback of this study is that the 
researcher did not enquire about the participants’ social class and educational 
background, which may also limit the generalisation of the data. In addition, the 
majority of women also received private as well as NHS treatment and this could have 
impacted on the study’s findings. It is possible that if the sample consisted only of 
those who had NHS treatment, their perceptions of recovery may have been different.
In conclusion, this study has added to the evidence base on recovery from the patient 
perspective. It is argued that the study makes two important contributions to current 
clinical and research literature. Firstly, the study illustrates that recovery is a 
multifaceted construct and therefore, evaluation of recovery must reflect this 
complexity. Secondly, recovery has multiple meanings, which impacts on the 
therapeutic process. Hence, exploring the meaning and expectations of recovery
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should be incorporated in treatment of patients with AN. This seems important in 
order to facilitate the resolution of the above-mentioned dichotomies and helping 
people with AN to become whole again.
4.6. Final remarks^^
I thoroughly enjoyed this piece of research because I feel intrigued by people’s 
perceptions of recovery. I felt that going through recovery from AN fostered a 
connection with my participants and I could really empathise with them. I was 
surprised about how much laughter was generated by most women during their 
interviews. It was apparent that they reflected on their experiences with the ‘benefit 
of hindsight’ and telling their stories did not appear to cause them distress. Many 
women thanked me for doing this research, which meant a lot to me because I felt that 
my research will not only benefit my profession but was also meaningful to my 
participants.
This section is again written in the first person to facilitate reflexivity
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APPENDICES
The reader should be aware that this is a resubmission of the thesis presented for 
viva voce examination. The researcher originally interviewed 15 women (the 
sample included those who said they were either recovered or in recovery). 
Following the recommendations of the examiners, the researcher was instructed 
to reanalyse her data with the 8 participants who self-defined themselves as 
recovered and exclude 7 participants who self-defined themselves to be in 
recovery because the original sample was not considered homogeneous. 
Therefore, please be aware that appendix 3 and 4 also refer to those in recovery. 
Appendix 9, which includes a feedback letter that the researcher sent to 
participants, does not therefore follow the amended result section.
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6.1. Appendix 1
Interview schedule
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Interview schedule
Thank you for taking part in my research. Before we commence I would like to 
remind you that you can terminate the interview at any point if you feel uncomfortable 
or distressed about any topics you will discuss. You can also decline answering 
certain questions. Information you share in the interview remains confidential. 
However, if you disclose any information that involve harm to yourself and others I 
am legally obliged to inform appropriate agencies to safeguard yourself and/or 
relevant others. Do you have any questions before we commence?
I will now ask you some questions about your diagnosis, treatment and recovery.
1. Please tell me about your history of anorexia and when you were first 
diagnosed with anorexia. (Prompts: What happened after your diagnosis? 
How did you feel about being diagnosed with anorexia? What do you think 
caused it?)
2. Please tell me about your treatment. (Prompts: How soon after the 
diagnosis you received treatment? How did you feel about having treatment?)
3. Could you describe what did you find helpful in your treatment?
4. Could you describe what did you find unhelpful in your treatment?
5. Could you tell me about your recovery experience from anorexia? 
(Prompts: When (how) did you notice that your recovery has started? Was 
your recovery influenced by your stage of life? When did you believe you 
were recovered? How would you define full recovery from AN?)
6. What experiences were influential in your journey to recovery? (Prompts: 
What/Who do you regard was the most influential in your recovery?)
7. What do you consider as the most difficult aspect in your journey to 
recovery?
8. What does it mean for you to recover from anorexia? (Prompts: How do 
you see yourself now as different from before you had anorexia? How would 
you say you have changed?)
9. What advice would you give to others who still have anorexia and wish to 
recover?
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6.2. Appendix 2
E-mail from ‘beat’
Correspondence with the University of Surrey Ethics Committee 
The letter of ethical approval
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Page 1 of 1
3  You forwarded this message on 16/05/2007 15:45.
RDm: Mary George [m.george@b-eat.co.uk] Sent: Tue 27/03/2007 15:58
To; Jenkins J Mrs (PG/R-Psychology)
Cc
Subject: wrftterr confirmaOon
Attachments;
27^ March 2007
To whom it may Concern
TTiis is to confirm that beat is happy to support the study of Jana Jenkins entitled "Women’s  experiences of 
the journey from anorexia nervosa to recovery”. Once we have sight of university efriica! approval we will 
support the research by recruiting members from our academic research database.
Mary George 
Press Officer 
beat
https://outlook2003.surrey.ac.uk/exchange/psplij/Inbox/wnttGn%20conlIrmatr on JBM... 14/09/2007
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Dr Kate Davidson
Chair of SHS Ethics Committee
University of Surrey
4. July 2007
Dear Dr Davidson
RE; Women’s experiences of the journey from anorexia nervosa to recover)'
I am writing to reapply for ethical approval regarding the above study. In my first 
research proposal, which I submitted in March, I proposed to carry out telephone 
interviews. The ethical committee voiced concerns about discussing sensitive issues 
over the telephone and felt that it would be difficult to counsel a participant who 
becomes distressed over the phone and offer them the appropriate support. You 
suggested that face-to-face interviews would be more appropriate and questioned 
whether it would be possible to recruit 10 participants within close vicinity. I revised 
my proposal based on your feedback and proposed to carry out face-to-face 
interviews.
Participants were recruited via “beat” (formerly knowti as the eating disorder 
association) and a 40-mile radius from the University of Surrey or from my home 
address was specified as a reasonable travelling distance. The study has been also 
advertised on beat’s website. Clare Curtis from beat identified 15 women who 
fulfilled the study’s inclusion criteria. Unfortunately, none of these women came 
forward to take part in my research.
In your letter dated 15  ^May 2007 you stated that insufficient details were given in 
relation to the Lamourex and Bottorff (2005) study, in which telephone interviews 
were employed in order to evaluate if this is an appropriate precedent for interviewing 
over the phone. Therefore, I would like to provide more details about this study 
carried out in Canada. The study “Becoming the real me”: Recovering from anorexia 
nervosa, was published in the “Health Care for Women International” in 2005. 
Researchers investigated the process of recovery from anorexia ncn'osa using 
grounded theory. Women were recruited via postings in community newspapers and 
flyers circulated to self-help organisations and all eating disorder services in British 
Columbia. The study’s inclusion criteria were: a previous diagnosis of anorexia 
nervosa by a qualified clinician, a self-report of being recovered, no other reported 
eating disorder, 19 years of age or older, English speaking and willingness to 
participate in one or more audiotaped interviews either in person or by telephone. Oui 
of 9 participants, six interviews were conducted by telephone.
Interview questions were as follows: Tell me as much as you can about your recovery 
experience from anorexia. What would you say are some of the highlights of you; 
recovery orocess?
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What was important or signiücant about your recovery process? What was important 
or significant about the events? What it is like now without anorexia?
Trigger questions used were as follows: What or who supported your recovery? Whal 
changed? What helped? What was different? Who were the significant supports? 
Were there significant events or experiences? What or who hindered your recovery? 
Tell me about your recovery, with all its ups and downs. What were the high points? 
What were the challenges? How are both important to your recovery? How or when 
did you know you had recovered from anorexia?
I appreciate that the topic of my study is sensitive but given that target participants 
have now recovered, received treatment and therefore most likely to have discussed 
their experiences in therapy previously, the likelihood that they become distressed is 
very small. Counselling over the phone tends to be widely used, clinical psychologists 
sometimes deliver therapeutic sessions over the phone if appropriate and very 
distressed individuals are counselled by the Samaritans over the phone.
Prof Jane Ogden, who supervises this project, employs telephone interviews in her 
research on obesity and eating disorders and reports that participants seem to like 
telephone interviews and are more likely to divulge their stories as their anonymity is 
protected. They also find the experience less intrusive as they do not need to prepare 
their homes for a visitor or travel to meet the interviewer.
I would be very grateful if the ethical committee could reconsider the use of telephone 
interviews in my study with a commitment to carry out face-to-face interviews if 
participants come forward in the future. I look forward to hearing from you soon.
Yours sincerely.
Jana Jenkins
Trainee Clinical Psychologist
Supervised by Dr Jane Ogden
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U N IV E R S IT Y  ü l
Dr Kate Davidson School of Human Sciences
Chair: SHS Ethics Committee
University of Surrey Gii itifsrd , Surrey GU2 7XH UK
-.+<4 <0)1483 68 9445
F: *44 0)1423'68 9550
Jana Jenkins
D epartm entofPsychology-PsychD  .v.'.v,.surre/5:.uk
University of Surrey
11 July 2007
Dear Jana
Reference: 117-PSY-07
Women's experiences of the Journey from anorexia nervosa to recovery
Thank you for your letter d a ted  4  July requesting an am en d m en t fo r th e  above protocol.
The School of Human Sciences Ethics Com m ittee has considered your revisions and  given a 
favourable ethical opinion.
Yours sincerely
Dr Kate Davidson
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6.3. Appendix 3
Participant demographic questionnaire
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Demographic questionnaire
1. How old are you?
2. How would you describe your ethnicity?
3. What is your marital status?
4. What is your occupation?
5. When were you diagnosed with AN?
6. What treatment did you receive for AN?
7. Are you currently in treatment? (Please describe)
8. How would you describe yourself? (Please tick)
I still have an eating disorder I am in recovery I have recovered
9. How do you think your doctor would describe you? (Please tick)
I still have an eating disorder I am in recovery I have recovered
10. If you think of yourself as recovered, how long ago did you recover?
11. If you are in recovery when did you start your recovery?
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6.4. Appendix 4
The advertisement placed on beat’s website
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Recovering from Anorexia Nervosa
Have you recovered/are you in recovery from anorexia nervosa and would like to 
share your story of recovery?
I am a clinical psychologist in training conducting research into recovering from 
anorexia nervosa. My study aims to explore women’s perceptions of their journey 
from anorexia nervosa to recovery, their beliefs about treatment and what being 
recovered means to them.
Recovery from anorexia is not very well understood at present. Clinicians use 
different aspects as markers for recovery from anorexia nervosa and there is no 
agreement as to which criteria should be used in assessing recovery. Therefore, I am 
hoping to gain a first hand account of your recovery to understand what psychological 
processes are involved. Your input will help clinicians to gain a better understanding 
of the recovery process from anorexia nervosa. You are eligible to take part if you 
meet the following criteria:
You are female over 18 years of age.
You were diagnosed with anorexia nervosa.
• You received/receive treatment for anorexia nervosa
• You consider yourself to be recovered/ in recovery from anorexia nervosa.
Semi-structured face-to face (45-60 minutes in length) or telephone interviews will be 
conducted depending on your geographic locality. If face-to-face, interviews will be 
conducted either at your home or at University of Surrey. Any information you give 
in the study will be kept anonymous and confidential. This research has been ethically 
approved by the University of Surrey Ethical Committee. If you would like to take 
part in my research, please e-mail Jana Jenkins at i.ienkins@surrev.ac.uk and click 
below for further information (information sheet was attached).
204
Research dossier, Vol.l, Major Research Project -  year 3
6.5. Appendix 5
Invitation letter 
Information sheet
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UNIVERSITY OI
INVITATION LETTER
FacuKy of
Arts and Human Sciences
Psychology  
AD Building
Guildford, Surrey GU2 7XH UK
T; +44 (0)1483 300800  
F;+44 (0)1483 683553
wvAv.sufrey.ac.uk
Dear Madam,
Re: Research study on recovering from anorexia
I am looking for people to interview about their experiences of recovering from 
anorexia. Î enclose an information sheet that explains more details about the research 
study. Please read it carefully before you decide whether you wish to participate in 
this study.
If you decide that you would like to take part in the study or have any queries, please 
contact me via e-mail or telephone.
Yours sincerely,
Jana Jenkins
Trainee Clinical Psychologist 
University of Surrey
E-mail: j.jenkins@surrey.ac.uk
Telephone number; 01483 689441 (Admin Office)
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%
UNIVERSITY OI
SURREY
Faculty of
Arts and Human Sciences
Psychology 
AD B uild ing
Guildford, Surrey GU2 7XH UK
T:+44 {0)1483 300600  
f :  +44(0)1483 689553
vwAv.surrey,ac.uk
INFORMATION SHEET
You have been invited to take part in a research study. Please read this information 
carefully and take your time to consider whether you would like to participate.
Title of research study: Recovering from anorexia
Researcher/Interviewer:
Jana Jenkins, Trainee clinical ps>'chologist. University of Surrey 
What is the study about?
The study aims to explore women’s perceptions of recovery from anorexia, their 
beliefs about treatment and what being recovered means to them.
What does the study Involve?
If you wish to take a part in this study, please e-mail me or ring me and provide some 
contact details. I will send you a demographic questionnaire and two consent forms. 
Once you completed the questionnaire and I received one copy of the signed consent 
form, I will then contact you to arrange an interview ,^ which will take about 45-60 
minutes. lnter\iews will be carried out over the telephone or face to face either at 
your home or at Universit)' of Surrey and tape-recorded for purpose of data analysis. 
The interview will be about your histoiy, your experiences of having anorexia and 
treatment and your journey to recover}'.
However, if you disclose information that involves harm to yourself and others I am 
legally obliged to inform appropriate agencies to safeguard yourself and/or relevant 
others. If appropriate, I w ould ask you about your GP contact details.
What happens next in the study?
All data will be kept in confidence and anonymised. The interviews will be 
transcribed and analysed by the researcher. You will be given an opportunity to 
discuss findings with the researcher after the research is completed.
207
Research dossier, Vol.l, Major Research Project -  year 3
Confidentiality and consent
The recorded tapes will be kept in a locked filing cabinet in a locked room at the 
University of Surrey and will be destroyed alfter their content is transcribed. Your 
anonymity will be ensured and information you share in the interview remains 
confidential.
Why is the study important?
Recovery fi*om anorexia is not very well understood at present. Clinicians use 
different aspects as markers for recovery fi*om anorexia and there is no agreement as 
to which criteria should be used in assessing recovery. Therefore, I am hoping to gain 
a first hand account of your recovery to understand what psychological processes are 
involved. Your input will help clinicians to gain a better understanding of the 
recovery process from anorexia.
Are there any disadvantages to participitating in this research?
The interview will take up about 45-60 minutes of your personal time. You may find 
some topics of discussion uncomfortable as they could remind you about some of your 
potentially painful experiences. If you become upset during the interview, you can 
inform me that you do not wish to continue the interview or request taking a break 
from the interview at any time.
Are there any benefits to participitating in this research?
The interview will give you the opportunity to express your opinions and feelings 
about your recovery process and treatment you received. You can tell your stoiy so 
professionals and people who still have anorexia can learn fi-om you. You may be 
interested to enhance your own understanding of recovery and leam what others 
considered important in their recovery.
What will happen to the results of the research study?
The results of the study will be written up as my thesis for a doctorate course in 
clinical psychology. I hope to publish the results in a peer-reviewed journal to help 
others to leam from your experiences. I shall seek your consent to use any quotes 
fi-om your transcripts for the publication. You will not be identified in any of the 
reports or publications. A summary sheet of the findings will be sent to you.
Withdrawing from the study
You are firee to withdraw from the study at any given time and do not need to justify 
this. You may also decline to complete any part of the study (e.g. declining to answer 
certain questions).
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What to do if you decide to take part in this study?
Please e-mail me your contact details and fill in the demographic questionnaire. Read 
the consent form carefully and initial the boxes next to the statements that you agree 
with. Please sign the consent form and send it to the University of Surrey address.
Further information
For further information about the study you can e-mail me on i.ienkins@surrev.ac.uk
I would like to thank you for taking the time to consider your participation in my 
study.
Jana Jenkins
Trainee Clinical Psychologist 
Clinical Psychology Department 
University of Surrey 
Guildford, GU2 7 XH
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Consent form
210
Research dossier, Vol.l, Major Research Project -  year 3
UNIVERSITY OI
SURREY
CONSENT FORM
Title: Recovering from anorexia
Name of researcher: Jana Jenkins
Faculty of
Arts and Human Sciences
Psychology
AD Building
Guildford, Surrey GU2 7XH UK
T: +44 (0)1483 300800  
F: +44 (0)1483 589553
www.5urrey.ac.uk
Please initial the box
I confirm that 1 have read and understood the information sheet regarding the I I
above study and had been given the opportunity to ask questions. '— '
I understand that the interview will take place over the phone and will be audio 
taped. The tape will be kept securely in a locked cabinet and will be destroyed 
after data are transcribed.
I was informed about the issues of confidentiality in relation to this study. □
I understand that my anonymity will be ensured. □
I give permission for the researcher to use some of my quotes for publication if j ' j 
I remain anonymous. '
I agree to take part in the above study.
Name of participant: 
Signature of participant: 
Date:
Name of researcher: 
Signature of researcher:
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Annotated transcript
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INTERVIEW  TRANSCRIPT -  Participant 4
I: Please tell me about your history of anorexia and when you 
were first diagnosed with anorexia.
D ia g n o s e d  P: OK. I was diagnosed with anorexia in 1996 and I was 18. It 
q u ic k ly  basically all happened very quickly. I started going on a diet in 
March 1996 and by September 1996 was diagnosed with 
anorexia.
I: Who gave you the diagnosis?
P: My GP. My parents took me to the GP to make that 
diagnosis. And it was not something I would be able to 
diagnose myself, I did not know much about it. It was not my 
attempt to try to get it.
I: Did you know what caused it?
D ie t in g
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withdraw n
L ies about 
eating food  
S e c r e c y
P: Yes, for me it was dieting getting out of hand but when you 
start to analyse it, it was probably not the case. It was my final 
year at school and I was under immense pressure to perform my 
in A level exams. I was very much a high achiever, a 
perfectionist, I always wanted to be the best and I felt that things 
were going out of control, really. I was leaving home to go to 
university, my boyfriend was not coming so we were going to 
split up. I was very worried and nervous underneath, not that I 
have told anyone about anything. I was very nervous about the 
prospect of going away from home. I did not really feel 
confident in myself and my self-esteem was low, although I was 
outwardly pretending that I was confident, so I do not think that 
anyone would know that. So when I went on a diet I 
immediately started to feel better about myself because I thought 
that I could control my relationship with food and exercise. And 
when I lost a lot of weight, not that I was overweight to start 
with, I am tiny anyway, I felt better about myself physically 
anyway and that made me feel temporarily better about myself 
mentally. And I think these were the sort of underlying causes 
for it. And once I started the diet I could not stop it, I became 
addicted to it very quickly, and I was obsessive and could not 
literally think of anything else, so it consumed all my energy. 
Hmm. And the numbers on the scale started to go down instead 
of up and nothing I could do about it, I dropped nearly two stone 
in a matter of few months, I was tired, I became very withdrawn. 
I have always been a very sociable person I did not want to 
interact, I stopped going out with friends, I was drinking. I 
obviously restricted my diet a lot and I also started lying about 
what I was eating. So I would go out with my friends and told 
my parents that I was eating with them. When I was with my 
friends I told them that I have eaten at home and I started to hide
Managing
emotions
Body-mind split
AN voice
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my food and throw it down the toilet and I also started to 
exercise. I have never really exercised in my life but I started to 
exercise and it was quite secretive, I didn’t make it a public 
thing. I would go swimming but I would not tell anyone that I 
had been swimming. I said that I had been for a walk or 
something like that. But my parents really noticed the tiredness, 
the lack of energy and just a real sort of quieting down of my 
personality.
I: Tell me about your treatment.
Treated in a 
general 
psychiatric 
hospital
P: I went to my GP and I think it was very quick that I was 
referred to a psychiatrist at a local mental hospital but it was not 
a specialist hospital just a general psychiatric hospital. I was an 
outpatient there. I went I think once a week and I hated it, I did 
not like the psychiatrist. He was very nasty to me and took a 
very aggressive approach.
I: Can you say a little more?
treated as a 
unique person
D isappointed  
w ith  treatment
P: He...sort of made feel very stupid; he made me feel that it 
F eels she is not was my fault that I developed anorexia. The thing was that I 
have not realised how much I have been taken over by it. It is 
like all these people have anorexia and he did not know or care 
about the person, “I have seen it all before”, I think. He was 
quite aggressive because I suppose he was trying to motivate me 
to see what I am doing wrong and that I needed to change. He 
focused a lot of the conversation on food, I did not really wanted 
to [laughs], obviously, I needed to talk about food, but I did not 
want to talk about food with him. He invited my parents and 
they came for a couple of sessions and I felt really embarrassed 
because I have always been a very high achieving independent 
person and I just felt embarrassed. He was asking my dad 
whether he would make me some cottage cheese or something, 
it was a very stupid conversation and he would talk about my 
childhood and I felt that I had a very happy childhood and my 
parents were great parents and I did not feel that they have done 
anything wrong, so I felt so angry. I felt that he was trying to say 
that it was something that they had done or something about our 
relationship, or whatever. So, yeah, I would not respond at all to 
that. I have hardly spoke, there was a lot of silence when I 
would just sit with my arms folded and he would just sit with his 
arms folded [laughs].
R esents that 
her fam ily  is 
blam ed for 
causing her 
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defensive
Body-mind
split
Rational vs. 
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I: [laughs].
P I have made no progress, I saw him for three months and my 
weight dropped. I was now under 6 stone, towards the end of 
our sessions he told me that if I dropped another kilogram: “I
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would need to section you and you will become an inpatient 
here”.
I: How did you feel about that?
P: I felt terrified, I didn’t want to go to hospital, I didn’t like 
him. ..I think it was a slight trigger in terms of me deciding that I 
wanted to do something about my anorexia, but not because I 
really hated the anorexia, but because I hated him [laughs].
I: [Laughs]. You wanted to prove him wrong?
P: Absolutely, maybe that was what he was trying to do, maybe, 
it was a strategy, I don’t know. At the same time my mum was 
feeling that this was not going very well and she had managed to 
go to my GP, I think, and tried to make a referral to the EDU at 
the hospital which was about 15 miles away and that took.... I 
was waiting on their waiting list for about 4 or so months after I 
started seeing a psychiatrist. I was then moved to the EDU as an 
outpatient, I did not stay as an inpatient and those appointments 
were once every two to three weeks because there was no room 
and it was very difficult to get any appointments.
I: Hmmm, Yes, I understand.
involvem ent P: Erm.. .and started to see a specialist at the EDU at that point.
I: Did you receive any psychological treatment there?
P: Erm...she was a psychiatrist as well, I think, I also forgot to 
mention I did see a dietician in the first few months as well and 
again I found that very unhelpful, it was not like I did not know 
what I suppose to eat, I just could not eat it.
I: What was your relationship like?
Extrinsic 
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P: She was very nice and suggested things I can try to eat and 
she sort of wrote down a list of things and I. ..it just terrified me, 
the things she suggested and just sort of nodded because I 
wanted to make her happy, yeah, I just went away and did not 
eat any of the things. She suggested that I write a diary what I 
have eaten and I just made it up, I did ...I couldn’t face the 
things she was saying but I also did not want to upset her, it was 
a bit unconstructive, I think. At that point I started to see... I 
started to try and change things a little bit because...and it was 
not because I was terrified what anorexia would do to my body, 
it was not because ....I just wanted to escape everybody, to be 
honest. I wanted to escape all of this and I wanted to make my 
parents happy. I felt that I had ruined my family’s life, 
obviously starving in front of them. I was 5 and a half stone and
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looked terrible. They were just absolutely devastated and 
depressed. So I had those two motivations to try and fight it, to 
leave it behind, to leave all this treatment behind. When I 
started to see the psychiatrist, we had a family session to kick it 
off.
I: What was that like?
P: It felt strange because I was just sort of listening and my 
parents were just talking, she was asking my parents questions 
about me and I felt like I was treated as a child
F eels that 
she is not 
in vo lved  in 
FT
I: How did you feel about that at the time?
P: I felt a little bit left out, I was almost observing it really and 
following.... we used a couple of books I think Dr Crisp, is that 
right? I would just fill in charts and diaries and feelings and she 
would talk to me about what I had written. All of this, to be 
honest was not really helpfiil. I don’t think that really helped. I’ll 
go for one hour long session, sometimes it was half an hour 
because she was so busy and I would go home and forget about 
it, it was like I prepare for it and do it, and then I would go home 
and forget about it. It was mostly writing stuff down and it must 
have been also some suggestions of trying different food or just 
trying to rationally approach it, so she would try to make me 
understand what I was physiologically and biologically doing to 
my body and I could understand that because I am intelligent but 
at the same time the anorexia was not rational at all. So I would 
just sort of listen and sit down and observe it, almost as if I 
revised for an exam or something.. .you know?
I: I appreciate what you are saying.
P: So this treatment went on for about six, seven, no maybe 
eight months and during the eight months I started to put on a 
little bit of weight because I primarily decided that I wanted to 
go to university and what happened was -  obviously when I was 
diagnosed I was not allowed to go to the university hmm 
because I was too ill and at that time I reapplied to Cambridge 
and I got it and I was so determined to go to Cambridge that I 
tried to put on some weight basically. And the way I did that, 
there were certain foods that I would eat, very small list of food 
and I started to increase the list of foods that I would eat in a 
very kind of controlled way and I would write it all down. I was 
fbr^^ge'but writing down all the calories I was eating in a day. Every 
still w ants to  Week I would set myself a new plan and I would incorporate 
exert control something new into it. Yes, I would go from lets say 300 
calories a day to the next weeks 400 calories a day to the next 
week 500 calories a day [laughs]. It was all very small steps.
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I: It sounds like you took active steps.
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P: Yes, I would say that ...I mean it did work because I had put 
on weight and I wanted to go on holiday with my friend. And 
my parents were very worried about me going but they said I 
could...When I was on holiday, I remember we went to an 
airport. I remember I had two bottles of Alco pop sort of thing 
at the airport. And haven’t drank before at all and during this 
holiday I started drinking quite a lot because I was away from 
all the food I knew and away from my routines and I was with 
my friend ...I sort of went totally the other way and I started to 
eat sort of rubbish food and anything I could eat on this holiday 
and drank loads to sort of block out my feelings of fear, because 
ultimately it was the guilt and the fear that were really bad. 
Then I came back from that holiday slightly changed in a way 
that I started drinking again hmm. I started eating a wide range 
of food. Instead of doing a sort of control thing, I run into the 
fear head on in a way and not in a healthy way at all, but then I 
started to put on a little bit more weight. I was able to go to the 
university and I was back to a seven and bit stone or something. 
And the psychiatrist at the EDU was pleased about it, the fact 
that I have put on weight and nobody really tried to look at what 
was going on for me and all that. And she said you should come 
back in your holidays but really left it up to me to make an 
appointment. I was not at the dangerous weight anymore.
Managing
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P: I was thrilled because I did not want to go back to treatment. 
I did not want any help and by then I was at the university so 
there was nobody to look at me what I was eating so I could go 
back to my controlled ways. It was not like I wanted to or 
planned to drop to five and half stone again, because I knew that 
it will happen again but I wanted to...I still wanted to control 
everything and I still wanted to pick and choose what I ate and I 
still wanted to diet and I didn’t want anyone to interfere with 
that. So that’s kind of where I got to in that year.
Difficult
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I: What happened after?
P: So I went to the university and for the whole three years that 
I was there, hmm I continued having a very unstable relationship 
with food. I exercised intensely, I got up at 6 every morning and 
go for a jog and come back before everyone else was awake and 
I would not tell anyone that I went running in the morning, so it 
was very secretive, I would sit in my room and eat, I would not 
join other students, I found the whole communal experience of 
eating very, very difficult in the second year at the university. I 
would go to lots of events and I would come back to my room 
and make myself sick and I was pretty...outwardly I looked
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absolutely fine because 1 was forced to do lots of things, like 
people would invite me to social occasions and I was forced to 
eat, I also did not want anyone thinking that I still had a 
problem. I was terrified they would know that I still have a 
problem.
I: What would it mean for you if they knew?
Secretive about 
A N
controlled  phases, 
broken by social 
occassion s
I: I would feel a failure; I would feel embarrassed, silly. There 
were certain people I did tell about it because obviously I have 
had it for a few years and it wasn’t a mystery. People who I got 
close to I would tell and everyone else “Well I had a year off 
working” or I would make something up and I absolutely did not 
want anyone to know that I had a problem and because that was 
a kind of person I was. I have never talked about my feelings, I 
have never been a problem before I have been a very good 
student and a very good daughter and I had not...I find it very 
difficult to be vulnerable. I felt that I should be very good at 
everything. I used to go through very controlled phases so I 
would be very disciplined about what I was eating but it was 
always broken by social interaction when I did not have a 
choice, when I went to say at somebody’s house and I did not 
have a choice. I would have a voice in my head from a moment I 
woke up to a moment I went to bed -  the voice of anorexia.
Managing
emotions
I; What was the voice saying to you?
The v o ice  is in 
control, critical 
permanent
Physically  
better but 
mental 
health issues 
not addressed
D isappointm ent 
w ith treatment 
exclu siv e  focus  
on w eight, 
psycholog ica l 
recovery not 
addressed
I: Just being constantly critical and saying I have eaten too 
much and constantly counting. It would be like a calculator 
constantly counting, counting and reciting what I have eaten. I 
would tell you what I have eaten during the week, I would be 
able to tell you everything what I have eaten and everything 
what I have drank. It was telling me what I need to do to make 
up for it, it was like you have to do exercise, you have to cut 
down. It just became so ingrained in my head, I did not even 
question it because it was always there, permanent, permanent 
voice and I absolutely did not want to lose lots of weight and to 
be ill again and I was always conscious of trying hard not to let 
that happen but at the same time.. .the thing is the physical signs 
were mended to some extent but it is a mental health issue and 
that was far from being mended and I feel a bit angry actually 
that I sort of been left to deal with it on my own and I felt that 
no one, there was no provision at the university it was no 
handover of my notes to anybody, there was no support network 
unless I actively have gone out and sought it which I would not 
have done, there was nothing even in the background, so it was 
a very lonely time actually.
AN voice
M e r g in g  o f  
p h y s ic a l  an d  
p s y c h o lo g ic a l  
r e c o v e r y
I: I see. Could you describe what else did you find helpful or 
unhelpful in your treatment?
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A ddressing  
hopes for the 
future
P: Let me think. Erm....I found it unhelpful that I was
not.. .that nobody really wanted to know who I was so I found 
doctors were very focused on treating the symptoms of anorexia 
and I found that I was treated just like anorexic rather than 
somebody who developed this illness and did not really have it 
before and I tell you what I would have found helpful- if 
somebody talked to me what I wanted to do with my life or what 
would my dream would be...
I: Talking about the future and giving you some hope?
Service
related
shortcom ings, 
expertise is 
important
C onsiders 
private 
treatment 
but cannot 
afford it
I: Yeah exactly. So I did not really had any positivity that it 
would go away and I think it was unconstructive because I 
needed to feel, I suppose I just expected that voice to go away... 
Things that I found helpful... I found it much more helpful to be 
in a specialist unit in the ED place than being in a general 
psychiatric hospital because I felt that people who worked there 
knew everything about it and I felt like my therapist was 
someone who understood what I was going through and could 
treat it appropriately. But unfortunately the thing that was the 
most unhelpful about that was that there was no time, a lack of 
resources...I forgot to mention that in that period of time my 
parents also took me to visit a residential, a private residential 
eating disorder home but we did not have enough money for that 
kind of thing and my parents would need to take out a big loan 
for me to go and when I went I did not like it at all [laughs] but I 
was so resistant, I think that was the problem, I was not open to 
receiving help, it was a very difficult job. It is not that I am 
being critical; I just try to explain how I felt at the time.
Hope
Using
relationships
I: Yes, I understand.
P: If I look back on it, I think, “Oh my God how awful” and I 
was not easy and I don’t know what would have helped, what 
would it make it better.
Transition
I: When did you notice that your recovery has started?
P: At the end of the university, I graduated and I remember 
A ngry w ith  during the last few months I started to feel slightly differently 
the v o ice  and I had become to feel very angry and frustrated by the fact 
that the voice was in a permanent conversation with me and 
something has changed in me, I think. I had also, for those four 
years of my life... I was a very narrow thinker, I think, I was 
obsessed with myself, with my work, I was not a very good 
friend in those times. I was not particularly able to make 
friendships and felt that I have missed out a lot, so I think it was 
a significant moment coming to the end of university and 
looking back and thinking “Oh my goodness, it is over” and this
Resolving
dichotom ies
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being a pivotal point in realising that now I have to get a job and 
have a responsibility to look after myself. Then I got a job in 
London in an advertising agency and I moved there straight after 
1 finished the university. And another thing was that I was quite 
impulsive about things and I just sort of kept going [laughs]. I 
was not thinking about what I was doing, I kept going what I 
thought was the way forward. Then I arrived at London and I 
was sort of on my own and I got the job. I was in a working 
environment and I absolutely did not want anyone to know that I 
had anything wrong with me or I was incredibly...so I wanted to 
kind of tackle it because a) I was just sick of it and b) I just did 
not want it to be a part of my life anymore. But I think the most 
significant thing, I think was that I met my boyfriend and I have 
not had a relationship since I was 18 and I was now 23 .1 gather 
I just completely fell in love with him and I, for some reason 
was able to share it with him. In fact on our second date 1 sort 
of told him and I do not know till this very day how it came out 
of me, he was probably quite shocked [laughs] but I think then I 
just found someone I could not... not to be honest with and I 
cannot really explain it but I also felt that whenever I had any 
encounters with men before, I hated my body, I absolutely hated 
it. This was the first time I did not hate my body so much and it 
body im age almost like if I carry on with my secretive behaviour, like 
my secret exercising, my secret foody things, which you know I 
carried on with for all those years, it would almost like... I 
would betray him in a way and I didn’t... I just really wanted 
that relationship to work.
Fed up w ith  
A N
H onesty
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in love
Improved
A ck n ow led gin g  
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Using
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I: How did he react when you told him?
She uses 
language 
rather than 
A N  as a 
com m unie, 
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change
P: I don’t think he really knew what to say, he was not at all..., 
he did not think of it in a stigmatised way, he did not approach it 
like... I just think he didn’t know anything about it at all. He 
was..., it was like another world for him he had no idea what 
anorexia was, and I bit by bit started to tell him about it and 
shared it with him and what happened during that period of one 
year after meeting him I became very depressed and it is 
interesting because it was like I had been flooded with emotion 
and feeling. And I did not have any feeling in my mind in all 
those years, I was kind of cold person and then something 
happened and I was at least feeling and I would cry and cry. It 
was like it was coming out of me. But he did not know how to 
deal with that and at the end he said, I think you should go to the 
doctor and I did because I really wanted to change and be happy 
again and this time it was a different GP. I was on the 
antidepressant Seroxat and that was very strange because they 
stop you feeling again [laughs]. I was kind of... I had a lot of 
strange side effects, really but he also thought I should go and 
see a psychotherapist and because I had a private health 
insurance through my work, I went to see a private
Using relationships
Managing
emotions
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psychotherapist. And I also felt that I was asking for it this time.
It was strange, before, it was like being forced on me. This 
psychotherapist was very intelligent, erm... I thought she was an 
amazing person really and she sort of was the first person who 
wanted to know me and to know about me and she encouraged 
me to think about what I was doing with my life because I was 
like ploughing through it but she also wanted to talk about food 
and she also wanted to talk about my eating and I did not want 
to [laughs]. I thought I was really over that, saying, it has 
nothing to do with it just because ...I stopped my restrictive 
behaviours now I do not know where to focus my feeling 
anymore because my eating behaviour was stopping me feeling 
and now I was flooded witii the emotions. I saw her for a few 
months and took antidepressants for a few months and then I 
came off them because I did not like the side effects. If I had 
like a half of glass of wine I would just go absolutely loopy, I 
mean mental, I don’t know, my personality would just 
transform. I felt hot a lot and I just was not feeling myself. So 
she was encouraging because I have always wanted to do Using therapy 
something creative and she sort of... I felt a lack of confidence 
in myself and she tried to encourage me to go for what I wanted 
to do and that sort of thing. It was quite helpful in that respect 
but I do not think I was particularly open about my eating 
problems still at that point.
I: How long have you seen her for?
the rational and 
irrational side
P: I think for about seven or eight months, something like 
that.. .erm.. .and I am sure she did not think that we should stop, 
I did. In a way it sounds messed up but it was me kind of 
sorting out the mental side of the anorexia and then I would say 
it was a period of four years or something in the fifth year when 
R esolution  o f  I was diagnosed, I really started to fight it and think about it
the split betw een  more I Started to acknowledge it more and I started to practically 
address it. So for example I stopped weighing myself. I think my 
boyfriend really helped me actually in terms of knowing me 
very well, he knew me incredibly well actually and he 
recognised now what I was doing. I would also go on little diets 
and he would say, “Don’t go on the diet you don’t need to” and 
he would encourage me to stop thinking in that way. Erm...so I 
stopped dieting, I threw away my scales. I still had the voice in 
my head but instead of listening to it I would kind of do 
practical things like going to sit down and doing some deep 
breathing or going to a yoga class or doing something to kind of 
counteract the voice. I started to make kind of practical steps 
and understand my anorexia.
Understanding o f  
A N
Controlling/ignoring 
the AN voice
Using
relationships
I: When did you believe that you were recovered?
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P: It is funny [laughs] because for all those years I kept
thinking, “Oh I am much better, much better”, but I think being 
able to say, “This is absolutely it” and the voice in my head is 
R esolution  o f  the not there, it was kind of gradual...I do not know what I ate 
yesterday because I just don’t. I stopped exercising, I stopped 
going to the gym I stopped all of those obsessive traits. I think it 
probably took about six years, when I was 25... seven years 
actually after being given the diagnosis.
behaviour and 
cogn itions
B e liev e s  that 
fu ll recovery  
is  p ossib le
I: Do you think that full recovery from AN is possible?
P: I think if I did not believe that, I would be a very depressed 
person.
I: And how would you define it?
O pen about 
her A N
P: For me defining it, is that I no longer have that voice in my 
head at all and I am very open talking about it and I am no Absent/silent 
longer in a secret world. I am not embarrassed about saying I voice 
had it. I look back and I look as a totally different person.
Shift from  
inwardly to  
outw ardly  
focused
F eels better 
w hen  doings  
things for 
others as 
opposed  
to dieting
I: Do you think that having anorexia changed you?
P: I think I just understand myself better. I wrapped up my 
identity in my weight for a long time and there is an identity 
apart from what you look like and what you weigh. I have also 
started to become more outwardly focused, I was very much 
self-absorbed and very self-obsessed and I am not really sure 
whether that was the cause for my anorexia but the anorexia 
certainly made me like that. And I would hope [laughs] that I 
am a better person when I am with other people and I try to be a 
better fiiend, I try to think about other people because the 
anorexia made me very selfish. I did not want to see people 
because food was there and I was not in the mood. And now I 
recognise that other people have needs and I need to eat. Do 
you know what I mean? And also you tend to feel better about 
yourself when you give something to other people...Do you 
know what I mean?
Managing AN 
identity
Benefits o f 
recovery
Becoming 
whole again
I: Yes, I do.
Facing  
the fear
P: This has probably raised my self-esteem more than anything 
really. I am just a more caring outwardly focused person, doing 
things that I do not want to do, because as a child there were lots 
of things I did not want to do and I have always get away of not 
doing them, and actually you sometimes have to do things that 
scare you or you do not really want to do things that give you 
fear and in doing them you will feel better actually, because you 
tackled it and you overcame it.
Benefits o f 
recovery
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I: That’s right.
P: So I think that having anorexia definitely changed me.
I: What experiences or who do you regard as the most
influential in your recovery?
P: Erm, well actually, yeah, in a way I met people who had an 
ED and I learned what helped them and actually this was really 
useful because I was able to help them. I had to think about it 
outside of myself and I had to, I had been able to fear for other 
people and recognise the kind of invasiveness of it, that it 
presents itself very similarly to lots of people. So rather than 
thinking about it as my illness, my thing, it’s not... it is 
something that is a wider issue, I think. I do not know, I think 
my family, my fiiends they did not actually help me to recover 
but their support helped me to recover, the fact that they were 
o b s e s s iv e  traits very supportive of me and finally I do not know whether I have 
in a healthy mentioned but I wrote a book about it and writing it down and 
accessing my creativity was helpful. Because I found that I am 
a very detailed obsessional sort of thinker and the creative side 
of me, sort of blew that away in a way, because it is a totally 
different process and I think that helped me, just being able to 
write about it and being creative.
I: Did you publish the book?
P: Yes. (gives a title)
I: Fantastic.
P: I think also my husband was the biggest help, it was about 
being able to be in a relationship, that was helpful really, I think 
that’s it.
Fears for  
others 
w ith A N
C hannels her
w ay
Using
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Becom ing  
whole again
Societal pressure 
for thinness
I: What was the most difficult aspect of recovery for you?
P: Well, it is strange but I think that in the world obsessed with 
thinness, it is very hard to think that I should be ignoring the 
messages around weight and dieting. It was not something that 
triggered my anorexia, it was not like I looked at magazines and 
thought I want to be thin, not at all. I was trying to get better 
and everyone around you in the office, on the tube, everywhere, 
“When are you going to the gym and what diet are you on?” and 
try to block your ears and think this is not relevant for me, it is 
not something I am suppose to be a part of because look at what 
it did to me. I cannot step a foot in that world because if I do, 
maybe it would trigger other things, so having to reject that 
world and trying to be strong enough to say I am going to lead
Difficult
Journey
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my life without it, I think that was very difficult because it is 
just everywhere.
I: Yes, you are absolutely right, it is everywhere.
physical 
appearance
P: That really was the most difficult thing and also I found it 
difficult that people don’t understand it very well and that 
people measure the illness by what size you are ...rather than... 
it has nothing to do with that. For example I went through a 
phase when I was working very hard and I lost a bit of weight, 
because I am a very small person and I was never fat anyway. I 
found people who knew that I had anorexia looking at me 
strangely and I found that difficult because I thought how could 
I prove to you, show you, that I am better. Having proved to 
O t h e r s  j u d g i n g  other people and what other people think of me a difficult 
recovery by proccss because how can you prove your mental well-being? I 
found it very frustrating. I am actually pregnant now and feel 
like shouting “Hello everybody, look at me I am massive” and I 
feel like everybody else is like “Oh well she must be really well 
because she is pregnant”. Well, it was five years ago it was 
nothing to do with my body it was to do with my mind.
I: What does it mean for you to be recovered?
P: Recovery makes me feel normal, it makes me feel thankful 
and surprised as well because there were periods when I thought 
this would never go away and I would never be able to eat again 
or I would never be able to give up obsessional thinking. So I 
feel grateful and I feel stronger and I kind of become to know 
myself very, very well and actually a lot better than if I had not 
gone through it. I also feel, you know, you have to be respectful 
of the fact that you had something. I had something seriously 
wrong and I have to watch for my future and my children’s 
future and it is not something that would ever reoccur. I am 
absolutely certain there is no way, but of course it would be 
naive to think that’s it. I think you just have to be mindful of 
that I went through something and you cannot be flippant “Oh it 
does not matter anymore”. You have to leam from what you 
have been through and become a better person.
Grateful 
that she  
has
recovered
A N  as a 
learning 
experience
Taking  
sm all steps
I: What advice can you give to those who still have anorexia?
P: Well, it is very, very difficult I would say be positive because 
there is absolutely a light at the end of the tunnel and that you 
have to confront your fear, you have to take every little thing as 
a big achievement because it is always about little steps to help 
you to get better. Oh, I’d gone blank. It is difficult to see a big 
picture and you are very focused on today and now and food and 
your life, you are living at that very second. Try to think of 
anorexia as something that it is almost like an alien and it came
Merging of 
physical and 
psychological 
recovery
Benefits of 
recovery
Hope
Managing AN 
identity
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into you and you need to think of it as something that you can
Eternalising push out of you again.
I: Is there anything you would like to add, anything that you 
regard important in your recovery or treatment that we did not 
discuss?
P: Oh no, I think I have talked too much.
I: Thank you very much.
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Appendix 8
Table 4: Table of the representation of the superordinate themes/subthemes 
Table 5: Table of the superordinate themes/subthemes with exemplar quotes
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6.9. Appendix 9
Feedback letter to participants 
Respondent validation
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SUMMARY OF RESULTS FOR PARTICIPANTS
Dear participant,
I would like to thank you once more for taking part in my research about recovering 
from anorexia nervosa (AN). I have now completed my analysis and would like to 
share the findings of my study with you. Fifteen women took part in the study, 9 
women defined themselves as recovered and 6 women said they were in recovery. 
The main objective of this study was to answer the following research questions:
1. How do women perceive their journey from AN to recovery?
2. What does recovery from AN mean to women?
Your experiences of the journey from AN to recovery were reflected by four main 
themes; being anorexic, dissatisfaction with treatment, process of recovery and being 
recovered. The table below also lists subthemes in the right column that emerged 
from your interviews.
Being Anorexic AN behaviour 
AN cognitions 
AN voice
Using AN as a means of communication
Dissatisfaction with treatment Service related shortcomings 
Exclusive focus on weight
Process of Change Difficult joumey 
Using therapy/relationships 
Managing emotions 
Hope
Acknowledging consequences of AN 
Controlling the AN voice
Being Recovered Ambivalence about recovery 
Benefits of recovery 
Managing AN identity 
Description of full recovery
I will briefly describe each subtheme in turn:
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Being Anorexie
AN behaviour
You talked about “dieting”, “restricting” and “controlling” food intake, which led to 
your considerable weight loss. You also used terms such as “obsessive” and 
“secretive” and described feeling compelled to continue dieting behaviour despite 
losing vast amounts of weight. AN became an exclusive focus in your lives, 
consuming your energy. Consequently, most of you explained how you lost interest 
in other people becoming “very withdrawn” and “feeling alone”.
AN cognitions
Many of you described thought processes commenting that you were not able to 
recognise that you had a problem. The majority described “being in denial” and 
experiencing a dichotomy between behaviour and thoughts (cognitions). Some also 
described that being anorexic was like having a “split personality” (the anorexic you 
and the other ‘normal’ you). Whilst the normal part of you was rational, the other part 
was completely irrational. At this stage, the irrational side was in charge and body 
took precedence over mind.
AN voice
Most of you explained that the irrational side was dominated by AN voice which 
drove your AN behaviour. Being driven by the AN voice meant that you did not 
attend to your rational side thus, splitting your mind from body. The harsh AN voice 
condenmed your eating and told you that you should not eat and when you do, you 
should feel guilty. The voice was permanent and you could not challenge it at this 
stage.
Using AN as a means of communication
Most of you described that prior to developing AN, you felt unhappy and in 
psychological distress. You talked about feeling under pressure to “perform” and 
“succeed” and many talked about their perceived lack of control in their lives for 
various reasons. Consequently, AN became a vehicle of control for coping with
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stresses and frustrations of everyday life. You used AN as a means of expressing 
psychological distress.
Dissatisfaction with treatment
Service-related shortcomings
Some of you had a specialised, either inpatient or outpatient treatment. However, 
others were not able access this due to limited resources. You were also disappointed 
by lengthy waiting lists. Many resented having unsupportive GPs who did not take 
their condition seriously which delayed referral to an eating disorder service. You 
also talked about a lack of expertise from therapists.
Exclusive focus on weight
All of you were disappointed with therapists that focused on your body only, in other 
words, they put emphasis on physical recovery (i.e. reaching target weight) and were 
not interested in your mind. You resented when others thought you had recovered on 
the basis of healthy weight feeling that putting on weight did not mean that you “felt 
better”.
Process of change
Difficult ioumev
You explained that recovery was a stressful and painful joumey and believed that 
recovery is lengthy, ongoing and very slow, but this process must not be mshed by 
professionals. Some felt that recovery is difficult because of social pressure to be thin 
and our society’s obsession with losing weight. Some felt that being with other AN 
patients was detrimental for recovery because they learnt ‘new tricks’ from others.
Using theranv/relationships
You described that you were not able to use treatment constructively until you had 
became intrinsically motivated to change (doing it for yourself). Many talked about 
“not feeling ready”, and “being resistant to treatment”. Relapse was attributed to the 
fact that you were extrinsically motivated to change i.e. you entered treatment to
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please other people and you did not have alternative coping mechanisms to live 
without AN. Acknowledging that AN was perilous was identified to be the major 
turning point. This was facilitated by psychoeducation about the dangers of AN, 
however this was only helpful when you felt ready to change. You emphasised that 
searching for underlying causes for AN and understanding the function of AN was 
important.
Therapeutic relationships played an important role in your joumey; however, you 
reported mixed experiences with therapists. A “good” therapist was generally 
described as someone who was interested in you as a “whole person” rather than being 
predominantly interested in your ‘problem’. A good therapist was non-judgemental 
and did not pursue his/her own agenda. Many talked about the importance of having 
“connection”, “feeling understood” and “feeling heard” by the therapist. These 
qualities facilitated trust, which was regarded as very important in your accounts.
A further important feature of recovery you commented on was having support fi*om 
your families and fiiends. Finding a boyfriend was also viewed as very important for 
recovery because having an intimate relationship helped you to feel better about your 
body, increased your confidence and also fostered self-acceptance.
Managing emotions
Through treatment and supportive relationships, most of you described how you were 
able to connect with your emotions and communicate your distress using language 
rather than using your body. This was described to be one of the turning points 
towards recovery.
Hope
Being hopeful that recovery was possible was very important during your joumey. 
Once you believed that you can recover and used support from others, you reached the 
stage when you “wanting to recover” and became “determined to recover” for intrinsic 
reasons. You talked about putting in “conscious effort” and worked very hard towards 
recovery.
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Acknowledging consequences of AN
You talked about acknowledging losses such as loss of friendships, the impact of AN 
on your families, loss of academic life, etc. and gradually became “fed up with AN” 
when benefits of recovery clearly outweighed benefits of AN.
Controlling the AN voice
The final stage of the recovery process was gaining control over AN voice, which had 
gradually begun to lose its power and ceased to control your lives. This process 
varied, for some, the voice had disappeared or was moving away and for others being 
able to ignore the voice and not act on it meant that you were recovered.
Being Recovered
Ambivalence about recoverv
You described a degree of ambivalence on your joumey at various stages. In 
particular you talked about difficulties and intemal struggles with accepting weight 
gain. Some described this as their “lowest point”, which is in contrast to what 
clinicians believe (i.e. weight gain demonstrates ‘improvement’). Some also felt 
ambivalent about what it means to be recovered because they questioned whether one 
could be recovered with the presence of AN voice/thoughts and also wondered about 
the difference between the so called normal and anorexic thoughts. Some feared 
slipping back to AN at times of stress, whilst others were adamant that they would 
never retum to AN.
Benefits of recoverv
The majority of you described that AN was a positive learning experience. You 
believed that you became stronger, more self and other aware, more relaxed, more 
content, etc. You described your ability to enjoy life and retum to your previous 
functioning and “living again”.
Managing AN identity
You described that when anorexic, AN defined you as a person. The way you 
managed your new identity (when recovered) varied, some explained that to be
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recovered means pushing AN away completely, whilst others perceived that AN 
became incorporated into their new identity and AN will always remain a part of who 
they are.
Description of full recoverv
You defined full recovery differently. For some, stopping obsessing with food and 
weight and ‘getting rid o f  your AN voice meant they were fully recovered. For 
others, psychosocial adjustment such as being in a relationship, having a meaningfiü 
job, enjoying life, socialising, etc in other words leading a normal and fulfilling life 
meant full recovery. Those of you who were in recovery defined full recovery in 
similar terms. Many felt that clinicians define recovery in simplistic terms focusing 
on physical rather than psychological recovery. Some believed that full recovery from 
AN is not possible and they vrill be “always recovering”.
Conclusion
The results show that your joumey was characterised by four broad areas; being 
anorexic, dissatisfaction with treatment, process of change and being recovered. 
Permeating all these areas was the notion of a series of dichotomies. In particular you 
described a dichotomy between mind and body, rational and irrational side, cognitions 
and behaviour and how these dichotomies are exacerbated by therapy, which focuses 
on one rather than both aspects of the divide. You illustrated how recovery is 
characterised by these dichotomies being resolved and becoming a “whole” person. 
Whilst anorexic, your body took precedence over your mind. AN is a bodily 
expression of psychological distress, i.e. the body expresses the distress which is 
exacerbated by therapy and therapists that focus on bodily classifications in terms of 
weight and diet. The dominant AN side is driven by AN voice, which undermines a 
sense of self, allowing the body to be in charge. Full recovery occurs when the AN 
voice becomes muted via relationships, boosting a sense of self, which includes a shift 
in power from body/AN side to mind/rational side so that the mind can regain control 
and use language and relationships to express psychological distress. Full recovery is 
complex and entails physical and psychological recovery, which can be defined as the 
resolution of aforementioned dichotomies. Reaching psychological recovery is a
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lengthy process. Definition of recovery should reflect this complexity and evaluation 
of recovery in terms of physical indicators only is misleading, because reaching a 
target weight (physical recovery) is only the starting point of the recovery process.
Summary of recommendations for clinical practice
1. Treatment should not be discontinued after patients reached their target weight. 
Arguably, the resolution of the dichotomies leading to psychological recovery is not 
an easy task and therefore it is also essential that therapy is ideally long-term. It could 
be that longer treatments may decrease the rate of relapse and prevent subsequent 
admissions in many cases. It also appears that after weight restoration, patients are 
more likely to engage in treatment that focuses on cognitions, as they are more 
cognitively adept and longer therapy could be beneficial to help patients to manage 
their AN identity and AN voice which is essential for recovery.
2. It seems essential that GPs gain more skills in ‘spotting’ AN at its early stages and 
there is a need to attend to borderline cases because being borderline was interpreted 
by some women as not being ill enough to ‘deserve’ help, which resulted in further 
weigh loss. A therapist who is knowledgeable about AN also seems to be critical for 
recovery.
3. Clinicians should not underplay the impact of positive therapeutic relationships on 
recovery. It is strongly believed that one of the most important implication for clinical 
practice rests heavily on the development of a trusting, caring and committed 
therapeutic relationship which validates people who developed AN and treat them 
with respect as unique individuals.
4. Clinicians should not minimise the notion of therapeutic optimism and the 
importance of instilling hope whilst working with this client group. Having an 
optimistic outlook is believed to play a crucial role in the recovery process. Clinicians 
should be honest with patients that recovery is lengthy and they should not rush the 
recovery process. It is recommended that talking about expectations of recovery is 
valuable as this enhances collaboration and also empowers the patient. Treatment
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should not focus on patients’ behaviour at the expense of building a relationship with 
patients. The meaning of recovery for patients should be openly explored in therapy.
I would be very grateful to receive your feedback about whether my analysis reflects 
your experiences in general and make sense to you. I look forward to hearing from 
you soon.
Yours faithfully
Jana Jenkins
Trainee Clinical Psychologist 
University of Surrey 
j .jenkins@surrey.ac.uk
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Respondent validation (extracts from e-mail correspondence)
Paula: I thought that the results were extremely thought provoking in terms of what 
recovery is and how it is achieved. It should be essential reading for the Department 
of Health in terms of their contribution to funding and treatment of eating disorders.
Jennifer: It all looks great and makes a lot of sense.
Susan: I think that you have summed it up very accurately. I can identify with a lot of 
what you’ve said.
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Appendix 10
Further reflections
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Prior to conducting the interviews, I felt excited about getting my ethical approval for 
the study and finally interviewing my participants. I felt uncertain, however, about 
conducting telephone interviews and not being able to have an eye contact with my 
participants, which is something I take for granted in my therapeutic work. Although 
I did not intend to disclose having AN to my participants, I could not help wondering 
about how this could have influenced the interview process. Would it foster 
connection, so that they felt able to say more? Would they realise then that I can 
understand what they were going through? Or, would my personal disclosure ‘put 
them off, thinking that I might not be an objective researcher in this area?
My worries about doing telephone interviews diminished after a couple of interviews. 
I was pleased to discover that my participants were very keen to tell me their stories 
and hardly paused. I started to wonder whether women would be equally comfortable 
disclosing certain things in person and whether conversation would be so free flowing 
face-to-face. I also wondered whether I would have used more prompts, perhaps 
reading women’s facial expressions and ‘jumping in’ too quickly to ‘help’ and thus 
not allowing them enough space to explore things further at their own pace. I was 
struck how articulate the majority of women were about their feelings, answering my 
interview questions with such clarity. It was almost as they knew the questions in 
advance and had an opportunity to think about them. It seemed that they had thought 
about their recovery experiences over the years and therefore, the questions I was 
asking did not appear uncomfortable or surprising to them.
When I began analysing my data, I felt overwhelmed by the sheer volume of the data. 
What if I leave something important out? As this was my first experience of 
conducting a qualitative analysis I found it challenging. Meeting with my supervisor 
was very helpful in alleviating some of my anxieties. I was somewhat preoccupied 
with the representation of themes across the transcripts and she encouraged me to take 
into consideration the richness of women’s stories and construct a narrative based on 
the themes that might explain the recovery process.
I acknowledged that my interpretation of the data might be different fi"om what 
another researcher would report on; however, I was reassured that this is the essence
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of IRA and the interpretative framework of the researcher impacts on the analytic 
process. I noticed that when I analysed the data, I paid attention to therapeutic 
relationships and process rather than content in therapy. I think this is because of my 
strongly held belief that a therapeutic relationship is the major vehicle for change. 
This is based on my clinical experience and began to realise that it can be tricky to 
separate the roles of researcher and clinician. However, when I re-examined the 
transcripts, I noticed that the women’s primary focus was on relationships with the 
therapist as opposed to ‘what happened’ in their therapy and this reassured me.
Although I aimed to be as objective as possible, reading about the recovery and also 
working on a rehabilitation inpatient ward, could have influenced my interview 
schedule. For example, I was aware that there is a better prognosis for those with AN 
onset in adolescence and therefore, I used a prompt question about whether a stage of 
one’s life impacts on the recovery process. I also assumed that recovery might be 
precipitated by major life events and/or significant people. Therefore, I asked my 
participants whether they experienced any turning points and who influenced their 
recovering.
I found women’s narratives very compelling to listen to and felt truly intrigued by 
their experiences. I felt disconcerted that despite the ample research in the area of 
AN, emphasising the importance of attending to underlying causes for AN, so many 
women expressed that this was not facilitated.
What surprised me the most was the fact that women’s stories had a big impact on my 
own understanding of recovery. Prior to conducting this research, I had gaps in my 
understanding of what psychological recovery entails. Therefore, I am very thankful 
to my participants to provide more insights in terms of my own recovery.
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Research Log Checklist
This checklist summarises research experience 
gained over the three years
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1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practise in research, including issues of 
diversity, and structuring plans accordingly
y
8 Obtaining approval fi*om a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data fi*om research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analysis y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results fi*om a quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
y
30 Applying research findings to clinical practise y
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Abstract
There is an increasing demand to evaluate the effectiveness of interventions or 
programmes of care within the health service in order to justify the use of limited 
resources. Despite this, the literature indicates that designing and implementing 
effective evaluations is difficult and often poorly done. Further, clinicians’ perceptions 
of research may discourage evaluation, resulting in clinical practice being based on 
clinical intuition. The current article describes the rationale behind the development of 
an evaluation strategy for an informal inpatient and carer stroke support group. It is 
concluded that appropriate evaluation should be determined by the purpose and nature 
of the intervention under examination as well the persons involved. Further, it aims to 
demonstrate that evaluation need not be time consuming and complicated in order to 
provide valuable feedback regarding clinical practice.
Key Words: evaluation, feedback, stroke rehabilitation, informal support group, 
service user involvement, effectiveness
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Background
Why Evaluate?
There is an increasing demand, reflected in both national and local health service 
policies, to evaluate the effectiveness of services (Guerrier & Kneebone, 2003; Hall, 
2004). Specifically, a successful intervention or programme should be demonstrated 
by a positive evaluation. Such evaluations are logical in order to justify the use of 
limited time and facilities that are required by any programme. Indeed much of the 
recent drive for service evaluation has been financially and pragmatically motivated. 
Importantly, an effective evaluation provides a basis to develop recommendations for 
improvement (Hall, 2004). Of course, evaluation should also be able to demonstrate a 
benefit of a programme to service users, given they are the focus of services offered.
Evaluation in Clinical Practice
Barker et ah (2002) discuss different models of practitioners in terms of their 
orientation and use of research methods in clinical practice. These models range 
across a continuum fi*om clinical scientists at one end, vrho produce high quality 
randomised controlled trials (RCTs), to intuitive practitioners, who base their practice 
on clinical intuition and narrative case studies. According to this classification system, 
evaluation as a form of research comes under the local clinical scientist model 
(proposed by Trierwieler & Strieker, 1998), in the middle of the continuum. The local 
clinical scientist integrates research methods into their clinical work applying 
qualitative and quantitative methods as well as critical thinking skills to evaluate 
services and implement improvements.
There are several reasons why evaluation should be differentiated from the more 
‘pure’ research conducted at the level of the clinical scientist model. For instance, 
evaluation is necessarily undertaken within the service delivery setting. This means 
for example, that there are clear ethical implications of including ‘non-treatment’ 
control groups as would be required in RCTs. Further, the results of evaluation tend to 
be used internally rather than being intended for broad dissemination. Finally, the 
purpose of evaluation is not to add to an existing knowledge base or to test theories 
but to aid in service-level decision making (Barker et ah, 2002).
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Problems with Implementing an Evaluation
Despite a generally agreed need as well as institutional demands to evaluate, there are 
difficulties reported in the literature about how to conduct such evaluation: “The issue 
is not whether to evaluate, but how to” (Barker et al., 2002, pp.203). There is no ‘gold 
standard’ for developing and implementing an evaluation within a clinical service 
setting. Research indicates that ‘effectiveness’ is an indefinable standard and the 
achievement of a proficient measurement technique is complicated by substantial 
differences across studies in what is being evaluated (Hall, 2004). For instance, a 
recent systematic appraisal of newly developed interventions in stroke care concluded 
that few had been adequately evaluated, leading to concerns about efficacy (Redfem, 
et al, 2006).
In addition to difficulties knowing how to evaluate, clinicians’ perceptions of 
evaluation and research can act as a discouragement. Based on the methodology 
utilised in scientific journals, evaluation can be perceived as requiring high-level skills 
in research methods in which clinicians lack confidence (Barker et al, 2002). Further, 
much research is seen as irrelevant to clinical practice (Shapiro, 2002). Finally, and 
possibly most importantly, is the fact that evaluation requires time. Given the 
currently stretched resources in health care settings, evaluation is given a lower 
priority than clinical caseloads (Shapiro, 2002).
Below is described the process of developing and implementing a service evaluation 
of an informal stroke support group for inpatient stroke survivors and carers. The 
following discussion is aimed at the level of the local clinical scientist model; it does 
not attempt to argue that the evaluation methods below are superior to an RCT, 
instead it highlights that clinicians can evaluate without conforming to the stringent 
requirements of journal publishers and clinical scientists. Evaluation need not be time 
consuming and complex in order to provide valuable feedback on clinical services.
Case Example
Location: A 10-bedded inpatient stroke rehabilitation ward. Recently an additional 10 
beds had been opened for post-surgical rehabilitation.
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Background: It was felt that the introduction of single rooms made informal social 
contact between patients difficult. A stroke support group was therefore developed 
(see Hull et al., 2007) in consideration of the documented benefits of social support in 
neurological rehabilitation (e.g. Callaghan & Morrissey, 1993).
Aims: To develop a weekly social activity for inpatients and their carers in order to 
enhance social networks, help improve behavioural activation, and to give a ‘time-out’ 
fi*om focussing on stroke.
The Group: Following consultation with stroke survivors and carers as to what they 
would like to get from a weekly group, all medically stable stroke survivors and their 
carers were invited on a weekly basis to attend an informal, activity-based, ‘afternoon 
tea’ group.
Facilitators: A Trainee Clinical Psychologist and an Assistant Clinical Psychologist. 
Some Difficulties with Evaluating the Current Group
Deciding what to evaluate for an informal support group is difficult given there is no 
specific therapeutic focus such as anxiety, depression, or stroke-related knowledge to 
provide a standard against which to determine efficacy. Given this, it was decided to 
evaluate the group specifically according to its’ aims. Therefore the evaluation looked 
at whether the group enhanced behavioural activation, developed social networks, and 
provided a ‘time-out’ firom demanding rehabilitation activities.
The National Stroke Association (1997) reports that one of the pitfalls of support 
groups is a lack of structure from meeting to meeting. The literature on stroke support 
groups tends to report on structured, psychoeducational groups. However, the current 
group was deliberately set up to be unstructured from session to session to promote an 
informal atmosphere. Given there is little discussion about how to evaluate informal 
groups, it was necessary to establish our own strategy.
Deciding who should do an evaluation can pose a problem. There is a current focus on 
‘service user involvement’ (DOH 2006; National Health Service 2006; Church, 2008).
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Indeed, it has been considered the interests of service users should be primary to any 
evaluation based in a clinical setting (Barker et al, 2002). However, evaluation solely 
from the perspective of those who have used the service does not provide a complete 
assessment (Ong, 1993). Pluralistic research stresses the need to take into account 
various viewpoints, e.g. patients, carers, healthcare professionals, etc. (Hart and 
Anthrop, 1999). It was decided that such a more thorough approach would suit the 
current evaluation.
Different Methods o f Evaluation Considered
Below we will discuss the methodologies considered for the current example along 
with and explanation how and why the final methodology was determined.
• Standardised Assessments:
Dawson and Heyman (1997) note there is a ‘political pressure’ to rely on quantitative 
evaluation. Indeed, the literature on stroke support groups has many examples 
whereby efficacy is determined following the analysis of pre-group versus post-group 
scores on standardised assessments using quantitative statistics (e.g. Clark et a l, 2003; 
Askim et al, 2004; Smith et al, 2004). However, by focussing on quantitative 
outcome measures, evaluations fail to include how it feels to experience services. An 
outcome analysis for instance might reveal a significant decrease in depression 
following a group, despite an individual feeling distressed during the process. Whilst 
the quantitative statistics of such a group may indicate a successful evaluation, they 
miss a problem in the process that needs addressing. Additionally, many support 
groups run in an inpatient setting during which time the attendees will be undergoing 
routine rehabilitation. This makes it impossible to isolate any statistical differences to 
a result of the group without introducing a control, ‘non-attendance’ group who are 
prevented from attending, which as noted above, has ethical implications.
The selection of which outcome measures to use to demonstrate the efficacy of a 
group is determined by what benefits the group is expected to bring about for the 
attendees. Realistically the current informal group was not expected to lead to 
significant improvements on dimensions such as depression or anxiety that could be 
measured on standardised assessment instruments. It was therefore considered that
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undertaking such assessments would not have been appropriate. Further, formal 
assessment at the outset of the group might have been a discouragement from 
attending for some of the stroke survivors.
• Interviews:
One of the most common qualitative evaluation methods is a participant interview. 
The content of interviews can be transcribed and subjected to various qualitative 
analyses determined by the topics covered, resources available and personal 
preference of the researcher (Tere, 2006). Interviews have been used to a lesser extent 
than quantitative methods to evaluate stroke support groups although examples can be 
found (e.g. Pierce et aZ.,2004). The advantage of interviews is that they include an 
evaluation of process rather than purely focussing on outcomes.
However, interviewing is a time consuming process. Time is a limited resource from 
the staff perspective but interviews also require the interviewee to give up their time. 
Given the informal nature of the current group it was felt that even unstructured 
interviews would be seen as a burden by the attendees. Additionally, interviews can 
introduce a bias in the responses, with interviewees being reluctant to contribute 
criticisms (Barker et al., 2002). In the current example, this seemed especially likely 
given the reserved nature of the attendees and the fact that the evaluation had to be 
conducted by the group leaders.
• Systematic Observation:
In systematic observation a recording instrument (coding schedule) is developed in 
order to systematise observations and remove observational bias (Mastrofski et al., 
1998). Observed behaviours are coded and later analysed. Assuming that the 
construction of schedules is good (not an inconsiderate assumption), coding schedules 
can be an effective method of recording observations.
No current literature could be found in which such a technique had been used to 
evaluate a stroke support group. This is not to say it would not be a valid means of 
evaluation; however, there are some drawbacks. Firstly, it requires somebody to focus 
solely on completing coding sheets. Given that a support group is likely to work best
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with two facilitators (National Stroke Association, 1997), such a technique would 
require an additional member of staff. Secondly, someone noting behaviours may 
create an unnatural environment, particularly in a small group setting. This in turn 
may lead to affected behaviour, a “reactivity problem” (Barker et al., 2002) that 
prevents reliable evaluation. Given that the current group aimed to create a 
comfortable environment in order to facilitate conversation, such transparent 
observation was not considered appropriate by the facilitators.
• Questionnaires:
Questionnaires have been a popular method of evaluating stroke support groups (e.g. 
Fell & Sams 2004; Bennet et a/.,2007). They are a simple way of recording opinions 
with minimal time and resources. The option of open or closed questions can guide 
the type and quantity of data obtained, and a variety of response options are available 
including tick boxes, Likert scales, and text boxes which can be differentially 
employed to influence the relative simplicity of completion. Further, questionnaires 
allow for anonymity of responses, overcoming a desirability bias. Unfortunately, 
particularly in a stroke setting, written evaluations may limit the input from those with 
literacy or mobility difficulties. Further, there is an assumption that respondents 
understand the question, which may be hampered by cognitive difficulties in 
neurological rehabilitation.
Choice of Evaluation
It was decided that due to the informal nature of the current group and the reserved 
temperament of attendees, qualitative evaluation would be more appropriate than 
quantitative assessment of outcomes. Consistent with pluralistic ideology, it was 
decided that both facilitator and attendee perspectives should be incorporated into the 
evaluation. This allowed for possible discrepancies between facilitator and attendee 
evaluations, which could highlight ‘hidden’ problems (see Hart 2001, cited in Hall, 
2004).
Attendee evaluation:
Brief questionnaires were felt to be the most appropriate means of obtaining 
attendees’ opinions with the opportunity for anonymity being beneficial in obtaining
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honest perceptions from a reserved group (See Figure 1). Further, it was possible to
complete questionnaires within the group, minimising the time required from
attendees. The questions were kept simple and included a mixture of open and closed
questions. For attendees with mobility or visual difficulties (n=2), it was necessary for
a facilitator or family member to help complete the questionnaire. This was done in
private and with sensitivity. Published evaluations using surveys differ in terms of
when questionnaires are completed (e.g. see Fell & Sams 2004 versus Bennet et al.,
2007). In order to minimise the amount of ‘work’ required by attendees, as well as to
maintain an informal atmosphere, the current attendees were asked to complete just
one written evaluation at the end of all 6 sessions. At the end of each individual
session, attendees were asked verbally what they had enjoyed or not enjoyed and the
facilitators recorded this.
Group Evaluation Questionnaire
1. Overall, have  you enjoyed the group?
Yes Ho
2. D o you feel you have benefited in any viey from attending th e  group?
Yes Ho
t f y e s ,  p fe s s e  brieffy m efîtôü  Aoiv
3. P le a se  rate on th e  sca le  how  much you enjoyed each of the session s:
S ess io n  1: W ord S e a r d ie s  S  CrosswDrds
Vefyft/kich Quite a Bit Undecided Hot Really Hot at All
S ess io n  2: Bingo
VeiyMucfi Quite a Bit Undecided Hot Really Hotat All
S essio n  3: Making Christmas Cards
V«y fAich Quite a Bit Undecided Hot Really Hotat Ail
S essio n  4: Playing Cards & D om inoes
Very Much Quite a Bit Undecided Hot Really Hot at Ail
S ess io n  5: W atching a Christmas Video
VeiyMuch Quite a Bit Undecided Hot Really Hot at All
S ess io n  6: Playing Cards & P uzzles
Vexy lÆich Quite a Bit Undecided Hot Realty Hotat All
4. W ould you v\antto participate in firiure groups?
Yes Ho
5. Did you feel comfortable during th e  group se ss io n s?
Yes Ho
6. D o you feel you m ade friends on the v^rd b y  attending the group?
Yes Ho
7. W e vrould be grateful if you could tell u s  v\hat you feel could be improved if the group w ere  
to run again:
8 . W ere there other acti vities that you vrould have liked to do in the group?
Yes Ho
/ f y e s ,  pfe3S& brhfSy mention
9 . Any other comm ents?
Figure 1 : Evaluation questionnaire given to group attendees to complete after the final 
session.
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Facilitator evaluation:
The facilitators completed a self-designed evaluation form immediately after each 
session (see Figure 2). This recorded observations regarding communication (verbal 
and non-verbal), a reflection of how the facilitators felt the session went and any 
lessons learned. Additionally, a detailed weekly report of the session (procedure, 
materials required etc.) was written to facilitate the running of future groups. 
Attendance sheets were also completed weekly to look at retention of group members.
S ^ s i o n  E v a r ia tio n
Activity:
F acilita tors O pin ion  o f  S e ss io n :  did you feel the group went well? YES4MO
FEEDBACK FROM ATTENDEES
f . S p on tan eou s feedback:
2. F eedback  w ken  a sk e d  about the group:
OBSERVATIONS
3. Communication:
•  Did atten d ees have conversations with e a d i other/the group facilitators?
o Y e^  with both  
o Yes. w ib  facSitators onfy 
o  Y e w i h  other a tten d ees oniy
Other obse iva tions, e .g . barriers to communication, non-verbaf communication:
4. Topics d iscu ssed :
•  Did topics d iscu ssed  cover their droke ^ecifically: YES/NO
•  T he Activity.
•  The Future:
•  T he Past:
•  Their Worries:
•  Other Feelings:
•  Their Goals:
•  Their Therapy
•  Their tvlemory:
•  Their Mobility.
•  Their Speech:
•  The Hospital Environment:
•  Family.
•  Their Hobbiesflnterests:
•  Going Home;
•  Being in Hospital:
•  T he Staff
•  O ther
b. Emotions:
•  H ow did th e  a tten dees appear (e .g  laughing, smiling, tearful, quiet, sa d  etc)
•  During the group and w hen taken  back to their room
6. Other.
Any other observations m ade regarding th e  atten dees, the group, interaction, en gagem en ts  
etc.
Figure 2: Template of the facilitator evaluation, completed weekly after each session
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The Evaluation
Attendee Evaluation (see Table 1)
The comments given by attendees were positive, e.g. “...the whole thing was 
enjoyable All of the stroke survivors and their carers reported that they enjoyed the 
group and felt they had benefited from it. When asked to rate ‘enjoyment’ of each 
session on a Likert-type scale, total scores were high (range 80% to 88%, see Table 2). 
All respondents indicated that they would like to participate in future groups. 
Perceived benefits included having an activity to do: “[it was] stimulating”. These 
findings suggest that the group helped behavioural activation.
Although designed to be a break from therapy, several attendees commented that they 
felt they had benefited therapeutically: “Help you using your brain and hands”. One 
respondent noted that “[It was] useful to meet and chat with other patients ” indicating 
that the group was also successful in helping to develop social networks. Five 
respondents (71%) indicated that they had made fiiends through the group. Notably 
one respondent who indicated they had not, only attended one session.
Further support for the success of the group was the minimal number of suggested 
improvements: “I  can’t think o f anything that would improve it... ”. However, one 
difficulty was highlighted by one attendee, who stated she would have liked more 
assistance getting to and fi-om the group.
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Table 1: percentage of yes-no responses given by group attendees on the evaluation form 
(N = 8)
NO
YES NO ANSWER
Overall, have you enjoyed the group?
Do you feel you have benefited in any way from 
attending the group?
Would you want to participate in future groups?
Did you feel comfortable during group sessions?
Do you feel you made friends on the ward by 
attending the group?
Were there other activities that you would have 
liked to do in the group?
100%
100%
100%
100%
62.5% 25% 12.5%
12.5% 87.5%
Table 2: Attendee-rated enjoyment of each group session measured on a five-point scale*
SCORE** OUT OF***
Word searches & Crosswords 21 25
(84%)
Bingo 25 30
(83%)
Making Christmas Cards 26 30
(87%)
Playing Cards & Dominoes 22 25
(88%)
Watching a Christmas Video 24 30
(80%)
Playing Cards & Puzzles 30 35
(86%)
*1 ‘not at all’, 5 ‘very much’
**Responses were totalled for an overall enjoyment score for each session, with higher scores 
indicating greater enjoyment.
♦♦♦The ‘out o f  column represents the highest possible score, i.e. if all respondents had indicated they 
enjoyed the session ‘very much’. The actual enjoyment score was calculated as a percentage of this.
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Facilitator Evaluation:
Overall both facilitators were pleased with the group. It was felt that the group 
achieved its aims. Attendees were usually observed to be alert, smiling, and interacted 
well with each other. Feedback (spontaneous and prompted) was positive for all 
sessions.
It was noted that the group members were reserved. The facilitators took the role of 
‘leaders’ to help initiate discussion. It was felt that a larger group might have helped 
overcome reservations but little could be done about the size of the group, as it was 
dependent on the current inpatient population. Attendance was consistent and the 
group comprised the same core members despite a ‘drop-in’ format. Despite being 
reserved it appeared the attendees wanted to come back.
Attendees chose the activities ensuring they were enjoyable and they gave a natural 
starting point to conversation, which was beneficial in helping to develop social 
networks. Topics of discussion focussed around the activity, hobbies, physiotherapy 
and discharge. The attendee’s stroke or stroke-related topics were never discussed 
specifically. This was taken to indicate that the attendees enjoyed this group as a time­
out firom focussing on their stroke.
Conclusion
There are a number of techniques to choose fi-om when selecting an appropriate 
method of evaluation, including both quantitative and qualitative methods. There is no 
single appropriate method of evaluation for all interventions. Instead the choice of 
evaluation needs to be logically determined by the purpose and nature of the 
intervention, and the persons involved. As Barker et ah (2002) note: “evaluation 
should be as systematic an endeavour as once can manage within practical and 
organisational constraints” (pp. 200).
To determine an appropriate method, clearly stated goals and objectives are needed in 
order to provide a benchmark against which to evaluate. Reflection, collaboration and 
collecting data from a variety of sources can help to reduce subjectivity, and provide a 
comprehensive assessment. Further, an awareness of different viewpoints is important
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in order to develop a complete evaluation. The techniques chosen for the current case 
example, whilst logically selected, demonstrate that evaluations need not be time- 
consuming or complex in order to be suitable and able to provide valuable feedback to 
support clinical practice.
Key points
o There is an increasing demand to evaluate the effectiveness of health care 
services.
o Evaluation differs from ‘pure’ research in terms of setting, aims and the 
intended audience.
o There are difficulties in implementing evaluations due to clinicians’ 
perceptions of research and differences in the focus of evaluations.
o Logical consideration of the nature of the intervention, and the persons 
involved can determine the choice of evaluation method.
o Evaluation need not be time-consuming or complex in order to be suitable and 
able to provide valuable feedback to support clinical practice.
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Abstract
Objectives: This study explored women’s perceptions of their recovery and what 
recovery means to them in order to gain a better understanding of the processes 
involved in the recovery from anorexia nervosa (AN). Method: Semi-structured 
telephone interviews were carried out with fifteen women who had received a 
diagnosis of AN and defined themselves as either recovered or in recovery. The data 
were analysed using Interpretative Phenomenological Analysis (IPA). Results: The 
women described their experiences in terms of four broad areas; being anorexic; 
dissatisfaction with treatment; process of change; and being recovered. Transcending 
these themes was a series of dichotomies. In particular, they described splits between 
their mind and body, AN behaviour and cognitions and their rational and irrational 
side and indicated that recovery could only occur when these dichotomies were 
resolved. Conclusion: Being anorexic is characterised be a number of dichotomies. 
It is therefore essential that the goal of therapy is not to aim for a patient’s target 
weight but also to facilitate a sense that they have become “whole” again.
Keywords: anorexia nervosa, process of recovering, relationships, resolution of 
dichotomies
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Research indicates that whereas about 46% of people recover from AN, approximately 
20% remain ill and 5% die from the condition (Steinhausen, 2002). Furthermore, 
research shows that recovery rates have not improved despite many developments in 
treatment and research on treatment effectiveness (Eckert et al., 1995). Recovery 
from AN therefore remains a controversial and poorly understood issue. Research 
focusing on recovery has explored this problem from several different perspectives.
Some quantitative research has assessed the different predictors of the recovery with a 
focus on variables such as length of treatment and follow up or age at onset (Castro et 
al., 2004; Saccomani et al., 1998; Steinhausen, 2002). Steinhausen (2002) reviewed 
119 studies on recovery from EDs and concluded that “chronicity leads to poor 
outcome”. He also found that longer duration of the follow up and younger age at 
onset of the illness was associated with better outcome. In contrast, however, Castro 
and colleagues (2004) reported that lower age at onset was predictive of readmission 
of patients within 12 months of completing their initial treatment. Furthermore, 
Saccomani et al. (1998) refuted these findings and found that age at onset was not a 
significant predictor of outcome.
Other research has examined definitions of recovery from a clinical perspective. For 
example, whilst some researchers argue that that recovery can be equated with 
symptom abatement (Kordy et al., 2002; Pike, 1998), others contend that 
psychological factors should be factored in evaluating recovery (Jarman & Walsh, 
1999; Lamoureux & Bottorff, 2005). At present, there is no consensus as to how 
psychological factors should be assessed and comprehensive evaluation of recovery is 
rare, yet more clinically relevant (Jarman & Walsh, 1999). However, Couturier and 
Lock (2006) argued that to evaluate comprehensive recovery is difficult for pragmatic 
reasons and therefore, using criteria for comprehensive recovery (including abatement 
of comorbidity) may not be feasible in clinical practice. After all, weight gain is easily 
quantifiable and therefore remains to be the primary factor in assessing recovery in 
eating disorders (EDs), followed by the presence/absence of disordered eating 
behaviours such as purging (Pettersen and Rosenvinge, 2002). However, there has 
been research to suggest that these behaviours are unable to significantly predict 
outcome in ED (Strober et al., 1997). Treasure and Schmidt (2003) have maintained
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that “the outcome can he determined objectively” (p.212) because patients’ treatment 
is effective when their weight loss is stopped and there is a reduction in anorexic 
behaviours. However, Fennig et al (2002) found that patients with AN who managed 
to recover their previous weight retained disturbed attitudes towards food and weight, 
continued to be depressed and obsessed about food and weight. This indicates that 
weight restoration does not constitute frill recovery.
In contrast, other studies have explored the meaning of recovery from the patient’s 
perspective. One qualitative study found that participants defined themselves as 
recovered whilst retaining some ED symptoms and disturbing eating patterns This 
suggests that patients’ notion of recovery is different from that of clinicians who 
consider people to be recovered only when their symptoms are absent. They assert: 
“symptom reduction may not stand out as a goal per se, but rather as a means to 
accomplish more functional personal relations, thinking, and problem solving 
strategies” (p.69). Furthermore, research indicates that such subjective views on 
recovery held by patients’ consistently differ from ‘objective’ views of recovery, 
which emphasise symptomology, healthy BMI -18.5-24.9 (Ogden, 2003) and ‘giving 
up’ anorexic behaviours. It is apparent that patients’ conceptualisation of recovery is 
more complex compared to what clinicians understand by recovery. It seems that 
patients perceive that clinical criteria for recovery underplay the importance of 
psychological factors such as self-acceptance and self-awareness (D’Abundo & 
Chally, 2004; Garrett, 1997) or feeling worthy and good enough (Beresin et ah, 1989; 
Lamoureux & Bottorff, 2005). In addition, previous qualitative studies draw attention 
to recovery being a relational process that occurs in the context of close and 
supportive relationships (Beresin et al., 1989; Garrett, 1997; Maine, 1985; Lamoureux 
& Bottorff, 2005). It has been also argued that recovery is “a unique and subjective 
process” (Jacobsen, 2001), which entails integrating illness into one’s self-concept, 
learning to manage one’s self and reclaiming the self by taking control over one’s life. 
Therefore, to learn about predictors of recovery, it seems invaluable to explore what 
patients with AN regard as instrumental for their recovery.
Research has therefore used quantitative approaches to predict recovery or qualitative 
methods to explore patient’s beliefs about the meaning of recovery. To date however.
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very limited research has addressed what factors patients believe are associated with 
their recovery process. The study was therefore concerned with tracking the process 
of recovery from the patient’s perspective to gain insights into the mechanisms of 
change. From this perspective recovery was conceptualised as a process rather than 
just as an outcome to address to main research questions: (1) How do women perceive 
their journey from AN to recovery? (2). What does recovery from AN mean to 
women?
Method
Design
The study used a qualitative design with in depth semi-structured interviews.
Sample
Fifteen women over the age of 18, who had received a diagnosis of AN, had been 
treated for AN and defined themselves as either recovered or in recovery were 
recruited for the study. Their profile characteristics are shown in Table 1.
Table 1 : Details of participants
Name Age Diagnosed 
(age at 
onset)
Treatment Reached
target
weight?
Self-report recovery 
status
Susan 32 1993 (18) Private Yes Recovered (2000)
counselling
Jasmine 25 1997 (15) Inpatient EDU Yes Recovered (2006)
Paula 38 1988 (19) Inpatient EDU* Yes Recovered (2003)
Jennifer 29 1996(18) Outpatient EDU* Yes Recovered (2002)
Sabrina 29 1996(18) Outpatient EDU* Yes Recovered (2002)
Diane 19 2003 (15) Outpatient EDU* Yes Recovered (2005)
Gillian 35 1988 (16) Inpatient Yes In recovery since 2004
Valerie 30 2003 (26) Outpatient * Yes Recovered (2006)
Fiona 49 1974 (16) Inpatient EDU Yes Recovered U 986)
Ramila 28 2002 (23) Private No In recovery since 2005
counselling
Ethel 23 2002 (16) Inpatient EDU Yes In recovery since 2006
Barbara 25 2004 (22) Inpatient EDU No In recovery since 2006
Chloe 23 2000(16) Inpatient EDU* N o In recovery since 2006
Stacey 21 2004(18) Private Yes In recovery since 2006
counselling
Mary 19 2004 (16) Inpatient EDU Yes Recovered (2007)
EDU= eating disorder unit (NHS)
* = also received private treatment
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Procedure
Ethical approval was gained from the University of Surrey Ethics Committee, 
Participants were recruited from ‘beat’ a registered charity for those with an Eating 
Disorder and their families and the recruitment involved both beat’s research database 
and an advertisement on the beat’s web page. Following written consent all interviews 
were conducted over the phone and lasted between 40-70 minutes.
The interview schedule
The interview schedule included open-ended questions such as: ‘Could you describe 
what you found helpful/unhelpful in your treatment?, ‘When (how) did you notice that 
your recovery has started?’, ‘What experiences were influential in your journey to 
recovery?’ ‘How did you know that you were recovered/in recovery?’, ‘What does it 
mean for you to be recovered/in recovery from anorexia?’
Data analysis
The data was analysed using IPA (Smith & Osborn, 2003) because it focuses on the 
individual’s own accounts of their experiences and behaviours and locates these 
within the researcher’s own perspectives. The transcripts were read and re-read to 
ensure familiarity with the data. For each interview a coding sheet was constructed. 
This sheet contained all possible themes and sub-themes for the interview. References 
to original material were recorded under each theme. From the individual summary 
sheets an overall list of themes was constructed. With continuous reference to the 
transcripts, shared themes and connections across the list of themes were made. All 
the verbatim transcripts were re-read to ensure that the themes were representative of 
the original material. Throughout the write-up process, themes and sub-themes were 
adjusted and illustrative quotes were identified.
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Results and discussion
Women in this study described recovery from AN in terms of four broad areas; being 
anorexic; dissatisfaction with treatment; process of change and being recovered. 
These will be now considered and illustrated with exemplar quotes.
Being anorexic
The women described being anorexic in terms of anorexic behaviour and cognitions, 
the anorexic voice and anorexia as a form of communication.
i) Anorexic behaviour: The women talked about “dieting”, “restricting” and 
“controlling” their food intake, which led to their considerable weight loss. The 
majority of women also used terms such as “obsessive” and “secretive” and 
described feeling compelled to continue their dieting despite losing a vast amount of 
weight. AN became an exclusive focus in women’s lives, ^^consumin^’ their energy.
ii) Anorexic cognitions: The women also described their reluctance to recognise that 
they had a problem. The majority of women described “being in denial”. Many 
women said that being anorexic was like having a “split personality”. Susan, for 
example, explained that she felt like two different people, the '‘"anorexic me and the 
other normal meP Whilst the normal part was rational, the other part was completely 
irrational. At this stage, the irrational side was in charge as explained by Fiona: “It is 
almost like your brain is split into two, you know that you should eat more and you 
shouldn ’t do all that exercising but you are so driven by the other side ”.
in) Anorexic voice: Most women explained that the irrational side was dominated by 
the AN voice. Mary described the voice as: ""something else inside me that would 
overtake me...it drives you to do the most insane things”. Being driven by the AN 
voice meant that women did not attend to their rational side, neglecting what their 
body needed (i.e. food) and thus split their mind from body. The body was firmly in 
charge, dictating to their mind not to eat. Chloe explained: “ you listen to that [AN 
side] and ignore what your body actually needs”. The harsh AN voice thus
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condemned eating and told most women that when they eat, they ""should feel guilty 
(Paula)”.
iv) Anorexia as a means o f communication Most women described that prior to 
developing AN, they felt “unhappy” and “out o f control”. Many women talked 
about their quest for success and achievement and how they felt the pressure to 
“perform ”, which was thwarted by their low self-esteem. Many talked about their 
perceived lack of control of their lives and how AN became a vehicle of control for 
coping with stresses and frustrations of everyday life. Other women developed AN 
whilst faced with transitional challenges and coping with early trauma. They 
explained how they communicated distress via their bodies and thus, they AN as a 
maladaptive communication tool.
In previous research, participants also referred to being controlled by AN (e.g. 
Lamoureux & Bottorff, 2005). It was apparent that whilst anorexic, the women used 
AN as a means to communicate their psychological distress. At this stage, their 
body/irrational side took priority over their mind/rational side. The women, however, 
were not able to verbalise their distress, which is in line with previous research on 
alexithymia (Schmidt et al., 1993) and hence, they used their body instead to 
communicate the distress. In other words, AN became a bodily expression of their 
psychological distress.
Dissatisfaction with treatment
The women described their dissatisfaction with treatment in terms of service-related 
shortcomings and exclusive focus on weight.
i) Service related shortcomings: Many women described how gaining a diagnosis of 
AN had not been a straightforward process. They talked about general practitioners’ 
(GPs’) lack of awareness about EDs and GPs’ condescending comments, which put 
the women off seeking further help. Several other women were frustrated about being 
placed on long waiting lists and not being able to access treatment earlier, which led to 
their health deterioration. Those who did not receive help from specialised ED 
services were disappointed by their therapists’ lack of expertise. Many described that
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their therapists did know much about EDs or how to help them. Many women 
pursued private treatment because they felt unhappy about the quality of NHS care 
and the NHS staffs lack of hope about their recovery. The standard of care was 
perceived by most women to be better in the private sector because as Sabrina put it 
“private people were more positive and really wanted to help Some felt they were 
not treated as unique individuals but rather as Paula described ""as a person with an 
eating disorder, as anorexic; there was no room for your personal circumstances or 
for your own personal recovery. It was like a machine like a conveyor belt....
ii) Exclusive focus on weight: Many women also explained how clinicians believed 
they had recovered when they reached their target weight. However, all women felt 
that their weight restoration did not constitute recovery because they did not feel 
better about themselves and their cognitions about food did not shift. Some women, 
contrary to clinicians’ views, perceived weight gain to be one of their “lowest points” 
on the journey to recovery. Diane explained:
“Oh my goodness I  reached it [target weight] I  think I  put a lot o f weight but a 
lot o f mental things haven’t changed...It [treatment] was all very physical and 
they [doctors] didn’t look a mental side o f things and although I  did put on a lot 
o f weight, they didn’t really take much into account what my mind was doing, 
they said, you look so much better, you must feel better, but inside I  was like but 
I  am not, I  am really not! ”
Therefore, Diane highlighted that mind and cognitions, not just body and behaviour 
has to be addressed by clinicians in treatment otherwise relapse may occur. Many 
women also explained that clinicians’ primary goal was increasing their weight and 
when this was achieved, clinicians had believed that the women were better. In 
contrast, most women expressed that reaching their target weight was only a starting 
point of recovery, which echoes contentions of Winston and Webster (2003) who 
argued that psychotherapy needs to focus on underlying issues and “attaining normal 
weight should not be seen as an endpoint” (pp.361).
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Process o f change
The process of change was described in terms of a difficult journey, using therapy and 
relationships, managing emotions, acknowledging consequences of AN and 
controlling the AN voice.
i) Difficult journey: All women described how they gradually became better over 
time, which was perceived as a difficult journey. Many commented that their 
treatment was rushed, highlighting the importance of pacing the treatment to the 
individual’s needs and that clinicians should take a collaborative approach to 
treatment.
ii) Using therapy/relationships: The majority of women described that they were not 
able to use treatment constructively until they became intrinsically motivated (i.e. 
wanting to change for themselves). Many talked about “not feeling ready”, and 
""being resistant to treatment”. Relapse was attributed to the fact that they were 
extrinsically motivated to change (i.e. they entered treatment to please other people): 
""...if somebody is just going through the motions, a/ they are not likely to get better 
and b/ i f  they do, they are going to relapse (Sabrina). ”
Therapy was described as helpful for acknowledging that AN was perilous. Many 
talked about feeling “shocked” when they had finally become aware of the “damage” 
they caused to their bodies. At this stage, therefore, they began to understand and 
gradually resolve their dichotomy between their mind and body and rational and 
irrational side.
For example, Valerie explained:
“It was quite shocking as well to see the damage the starvation and restriction 
can have and how this affect not only your body but also your thought processes, 
so it was really interesting for me to see how it is closely intertwined... it was 
kind off strange because when I  started to put on weight, my mood improved, my 
thinking improved, my general outlook improved...I was able to be a bit more 
rational... ”
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Many women commented that a shift from denial to acknowledging the problem led 
to change in their behaviour. However, they did not contemplate recovery until 
another dichotomy between AN behaviour and cognitions was resolved. For example, 
Stacey, similarly to Valerie, explained that when she put on weight, this helped her 
with counselling, however, it was until she understood the function of her AN 
behaviour, that she was able to connect with her cognitions and challenge her 
“anorexic mindset”, which subsequently led to the reduction of her obsessive 
behaviours. Many talked about the importance of understanding the causes for 
developing their AN. A further important facet of recovery that women commented 
on was having support from their families. Finding a boyfnend was also viewed by 
many women as very important for recovery. Having an intimate relationship in 
particular had helped women to feel better about their bodies, increased their 
confidence and also fostered self-acceptance. It also allowed women to feel more 
hopeful about their recovery and helped them to connect with their emotions.
Hi) Managing emotions: Through treatment and supportive relationships, most women 
described they were able to connect with their emotions. In contrast, Valerie 
described that eating more was beneficial for labelling her emotions:
“Psychotherapy did start to change as well because I  was what’s the word, more 
cogent, I  could think more so rather than being in that oblique depressed state, I  
was able to be a bit more rational and logical...food intake helped me to identify 
emotions and connect with my emotions. ”
Thus, for Valerie, managing her emotions had facilitated the resolution of the split 
between her irrational and rational side. Another woman, Jennifer described that 
whilst anorexic, she was detached from her emotions, however, finding a boyfriend 
enabled her to confide in him about her AN. This had helped her to connect with her 
emotions and she consequently became “flooded with the emotions”. Other women 
commented that at this point of recovery process, they were able to acknowledge 
difficult emotions and openly discuss these. Thus, women used language as a 
communication tool as opposed to their body.
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iv) Acknowledging consequences o f AN: Many women also commented that AN led 
to many losses, such as a loss of academic life and friendships. Others acknowledged 
that AN prevented them reaching certain goals such as starting or finishing university, 
getting married and having children. Acknowledging the losses associated with AN 
led women to believe that they would be better off without AN. Many talked about 
“being fed  up ” and “sick o f anorexia
v) Controlling the AN voice: The final stage of the women’s recovery process was 
controlling the AN voice. However, this was a gradual process, which varied among 
women. For example, Jennifer used yoga to counteract her voice, and Valerie 
externalised the voice of AN. The women commented that once they gained control 
over the voice, it had gradually begun to lose its power. Many associated controlled 
AN voice with recovery and controlling the voice with being in recovery. For 
example, Susan believed that one is recovered when: it [anorexic voice] doesn't 
control your life, when it doesn't stop you doing things. For Jennifer who has been 
recovered for seven years her ‘MV voice had disappeared”. For Chloe, who is in 
recovery, controlling the voice means getting ‘Vo the point when I  have that voice hut I  
would not really listen to it”. Controlling the AN voice is thus associated with the 
resolution of another dichotomy between the rational and irrational side.
Recovery was conceptualised as lengthy by all women, supporting previous research 
(Herzog et al., 1999). Many women also argued that recovery is complex which is in 
line with previous research (Jarman & Walsh, 1999; Lamoureux & Bottorff, 2005) 
Women’s constructive use of treatment and relationships was clearly instrumental in 
their recovery because therapy and close relationships fostered trust and self­
acceptance. This is in line with previous qualitative research. Receiving support from 
fiiends and family were also instrumental in recovery, which echoes previous 
findings.
Being recovered
Being recovered was discussed in terms of ambivalence about recovery, benefits of 
recovery, managing AN identity and description of full recovery
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i) Ambivalence about recovery: Many believed, similarly to clinicians, that defining 
recovery is “tricky” and “difficult”. For those in recovery, the existence of AN voice 
and thoughts had made them question about whether one could fully recover. For 
example, Ramila, in recovery, believed that “you may never fully recover from AN, I  
think the voice is always there ”.
It was evident that women’s ambivalence was also linked to their internal struggles 
around weight gain. Indeed, all women said they found accepting weight gain 
difficult. This is because AN provided them with a sense of control and achievement:
“It [AN] was my way o f feeling successful and different from other people, 
suddenly Ifelt huge...ifyou build your whole life about controlling what goes in 
your mouth and making sure that you don't put on weight, it's [weight gain] 
horrible, horrible (Susan). ”
ii) Benefits o f recovery: Despite the ambivalence, the women clearly appreciated that 
advantages of recovery outweighed the disadvantages of recovering and reflected on a 
multitude of benefits such as increased self-awareness, feeling stronger, more content 
and enjoying life.
Hi) Managing anorexic identity: The way women understood and managed their 
identity has also changed during the recovering process. Most women described that 
when anorexic, their identity was based on their appearance and AN defined them as 
the person. Many women explained that when they recovered, they started to 
acknowledge that other things apart fi’om their body define them. However, giving up 
the AN identity was a difficult process for most women. For Jasmine who had AN for 
7 years, giving up the AN identity was “a huge risk because I  was convinced I  
couldn't be anything else ”. When she recovered after 9 years, she developed a new 
identity separate from AN:
“I  have a new identity, l a m a  student, a friend, I  have social life and I  know that 
people I  know now don't see me as anorexic, I  might have a history o f that but 
they see me as other things first (Jasmine). ”
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The way the women managed their new identity varied. Some described that AN had 
become incorporated into their new identity and acknowledged that although AN 
remained a part of their life, it did not define nor dominate them. However, for other 
women, recovery meant rejecting AN as a part of their new self-identity.
iv) Description o f full recovery: All women believed that a part of their full recovery 
was ending their obsession with food and weight and changing their AN mindset. 
They highlighted that changing AN cognitions is of vital importance for recovery and 
stated that psychological recovery does not automatically follow physical recovery, 
which can take several years to achieve. Many said that reaching target weight is only 
a starting point for full recovery. The majority of women believed that full recovery is 
possible, however, psychological recovery meant different things to different people. 
For Diane, understanding the connection between her body and mind facilitated her 
psychological recovery. Psychosocial adjustment was perceived to be important in 
recovery by several women. For example, Ethel described what full recovery means 
...it is kind o f enjoying life and a lot o f things involve food, everyday things as well, 
going to work, because when I  was ill I  didn V want to do anything. Ramila (in 
recovery) commented that although she still experienced symptoms of AN and did not 
reach target weight, she felt “more comfortable” within herself and felt she was 
“clearly more healthy psychologically”. In contrast, Barbara perceived she was still
in recovery because AN was still “captivating” her thought processes despite 
reaching her target weight. Gillian, who suffered fi*om AN for 15 years believed that 
recovery is “not an end point” and she would be “always recovering”. She explained 
that her doctor is however likely to believe that she is recovered because she has 
maintained her healthy weight for three years.
All women in this study firmly believed that they were not recovered until their 
obsession with food and weight had subsidised, which echoes the findings of previous 
research (Fenning et al, 2002). The majority of women also clearly expressed that full 
recovery incorporates physical and psychological recovery and the latter does not 
follow the former spontaneously. Therefore, the results supports conclusions reached 
by previous research that psychological recovery must be incorporated in the
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definition of recovery from AN and that cognitive criteria must be also included in 
measuring recovery reference (Bachner-Melman; Fenning et al., 2002).
Conclusion
The present study aimed to explore women’s perceptions of the recovery process and 
to assess what recovery meant to them. The results show that women in this study 
describe AN in terms of four broad areas; being anorexic, dissatisfaction with 
treatment, the process of change and being recovered. Permeating all these areas was 
the notion of a series of dichotomies. In particular, the women described a dichotomy 
between mind and body, rational and irrational side, cognitions and behaviour and 
how these dichotomies are exacerbated by therapy, which focuses on one rather than 
both aspects of the divide. The women illustrated how recovery is characterised by 
these dichotomies being resolved. Whilst anorexic, people with AN see their body as 
taking precedence over their mind. AN is a bodily expression of psychological 
distress, i.e. the body expresses the distress which is exacerbated by therapy that 
focuses on bodily classifications in terms of weight and diet. The dominant AN side 
is driven by the AN voice, which undermines a sense of self, alloAving the body to be 
in charge. Full recovery occurs when the AN voice becomes muted via relationships 
boosting a sense of self, which includes a shift in power from body/AN side to 
mind/rational side so that the mind/rational side can regain control and use language 
and relationships to express psychological distress.
It was apparent that the resolution of the dichotomies was achieved via supportive 
relationships, which ‘communicated’ to sufferers that they were worthwhile and their 
recovery was conceivable. In order to support people in their recovery journey, the 
therapist must address the patient’s cognitions and discuss alternative coping 
mechanisms after anorexic behaviour had been addressed. Many women reported that 
their weight gain was the most difficult time in their recovery process. Therefore, 
clinicians should not assume that healthy BMI can be equated with the recovery.
Arguably, the resolution of the dichotomies leading to psychological recovery is not 
an easy task and therefore it is also essential that therapy is ideally long-term. It is
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apparent that many women resented when psychological therapy was withheld after 
‘physical recovery’ and many attributed relapse to withdrawing therapeutic support 
prematurely. The women also valued when clinicians recognised that recovery was 
very challenging for them and validated their resistance to change. They felt it was 
equally important that clinicians accepted their stage of change and they did not feel 
pressurised on their recovery journey. Some women felt that clinicians should be 
honest with patients that recovery is lengthy and advised clinicians that they must not 
rush this process. Some women highlighted that talking about expectations of 
recovery is invaluable as this enhances collaboration. It was apparent that most 
women resented being treated as a “textbook anorexic” emphasising the importance of 
the genuinely interested therapist who treats them as a “unique person”. Treatment 
should not therefore focus on anorexic behaviour at the expense of building a 
relationship and expressing authentic curiosity about the patient. Whilst all women 
emphasised that support fi-om others was important, they primarily attributed their 
recovery to personal responsibility and conscious effort, which was facilitated by 
supportive relationships and therapists that worked collaboratively with the patient to 
increase their responsibility for change.
The findings of this study illustrate that recovery is multidimensional and therefore 
that the evaluation of recovery should reflect this. One of the research implications 
would be to develop a standardised tool that could explore the client’s definition of 
recovery. This would inform the clinician whether his or her conceptualisation of 
recovery differs from that of patient and could serve as a potential tool for fiirther 
exploration in therapy. Future research could focus on attempting to devise a recovery 
questionnaire that would incorporate questions on subjective recovery such as “When 
would you consider yourself recovered?. How do you define recovery from AN?” and 
incorporate more questions related to self-esteem and psychosocial adjustment rather 
than focusing predominantly on symptom abatement.
It could be argued that one of the weaknesses of this study concerned subjective 
definitions of recovery. The researcher did not affirm whether women were recovered 
with clinicians or relatives. A further weakness is that comorbidity such as depression 
and anxiety was not explicitly explored.
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In conclusion, this study has added to the evidence base on recovery from the patient 
perspective. It is argued that recovery has multiple meanings and this impacts on a 
therapeutic process. Therefore, exploring the meaning and expectations of recovery 
should be incorporated in treatment of patients with AN. Women in this study 
described several predictors of recovery; such as feeling ready to engage in treatment 
and wanting to change, having an understanding of the function of AN, finding a close 
relationship, stopping obsessing about food and weight and having a therapist who is 
knowledgeable about EDs. However, from women’s accounts, it emerged that the 
most important predictor of recovery is the resolution of splits between mind and 
body, AN behaviour and cognitions and the rational and irrational side. Therefore, 
clinicians should strive to guide patients with AN to achieve the resolution of the 
above-mentioned dichotomies and treat patients with AN as multidimensional and 
“whole” beings to foster change.
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Rationale: Representations of mental illness, specifically schizophrenia and psychotic 
illness in the print media did not match the understanding of the authors. Reports such 
as the SHIFT (2006) report: “Mind over Matter” indicates that this is not unique to 
trainee clinical psychologists. We hoped to generate a conceptualisation of the power 
differentials between people with mental illness, the general public and the media.
Methodology: We opted to use critical discursive psychology, which combines 
discursive psychology and Foucauldian discourse analysis, as this would facilitate an 
understanding of how the texts depicted issues of power and dehumanisation, using 
language (Coyle, 2006). Specific newspapers (broadsheet and tabloid) during a 
specific time period reporting on one specific story were selected using Lexis Nexus.
Analysis and Results: We each analysed a proportion of the articles found by 
identifying common themes and discussed our findings with the rest of the group. 
Our analysis yielded five categories of discursive patterns across the newspaper 
articles. ‘Mad or bad’, ‘blame’, ‘medication’, ‘out-grouping’ and humanising / 
dehumanising’. We focused our discussion on the theme of humanising / 
dehumanising based on the culture of our work and in light of our research question: 
“What function does language in news print media have in portraying power 
differentials concerning people with psychosis?” as this category seemed particularly 
relevant to the issue of power.
Discussion: Media reporting was found to build and confirm pre-existing prejudices, 
using sensationalist language, drawing on categories such as ‘good versus bad’ and so 
removing the need for readers to generate their own opinions. Language seemed 
geared to strengthening the reader’s emotional reaction, suggesting Ismail enjoyed his 
acts and implying the inevitability of violence when someone has a psychosis. The 
positioning of these themes visually and conceptually led the reader not to see Ismail’s 
identity outside of his behaviour. A further contextual factor concerns the media 
Zeitgeist of the ‘problems’ with asylum seekers and proposed changes to the Mental 
Health Act.
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